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CANCER OF THE THYROID 
HOWARD MAHORNER, M. D. 
NEW ORLEANS 


Thyroid carcinoma may be one of the 
most distressing cancers of the body. It is 
increasing in frequency, both absolutely, 
because there are more people, and prob- 
ably also relatively, because it is being 
found in a greater percentage of the popu- 
lation. It is a fact that tremendous strides 
have been made in its cure and control. The 
South has paid too little attention to it, but 
it is among us. In the last 100 thyroidecto- 
mies we have performed on our personal 
service since January 1950, cancer of the 
thyroid has been encountered 8 times. Thus, 
the incidence in all cases is 8 per cent, but 
for nodular goiter it is 14 per cent. Since 
January 1, 1952, we have operated upon 6 
carcinomas of the thyroid gland on our per- 
sonal service. 

PATITOLOGY 

Numerous classifications have been made 
for thyroid malignancy. The one I choose 
is adapted from many. It divides malig- 
nant tumors into 6 groups: 

1. Papillary carcinoma 

2. Follicular, or alveolar carcinoma 

Anaplastic carcinoma 
Epidermoid carcinoma 
Hurthle cell carcinoma 
Lymphoma. 

The papillary carcinomas comprise about 
60 per cent of the total. This includes many 
with mixed follicular and papillary pat- 
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terns. All in all, the papillary carcinomas 
are the most benign in the group. They 
tend to remain localized in the thyroid gland 
for a long period of time, but from a pri- 
mary focus may seed by metastasis to ad- 
jacent lvmph nodes and there again remain 
local for periods of time. Their duration 
and course, not infrequently, will run ten 
to twenty years. Ultimately, they metas- 
tasize to the nodes in the mediastinum, and 
by pressure symptoms on the trachea and 
adjacent structures eventually may cause 
asphyxia. In the early stages, the growth 
is very amenable to surgery. They metas- 
tasize first to the ipsilateral lymph nodes 
and the metastasis is often larger than the 
primary focus in the gland which may not 
be detectable by palpation. Thus, surgical 
attack on an extra thyroid cervical tumor 
may offer the first conclusive evidence that 
there is a cancer in the thyroid gland itself. 
The papillary carcinomas are radiosensi- 
tive, both to iodine'*' and to x-ray therapy. 

Follicular carcinomas, the second group, 
have a microscopic structure which is high- 
ly differentiated, and the acini which are 
formed contain colloid. This group con- 
tains the so-called “metastasizing ade- 
noma.” These tumors frequently metasta- 
size by the blood stream to bone at a dis- 
tance from the primary. Frequent sites of 
secondard involvement are the calvarium 
of the skull, the spine, the pelvis, and the 
long bones of the extremities. Such tumors 
may manifest themselves clinically as a 
metastasis in bone and not be suspected in 
the thyroid gland because the primary is so 
small. However, regardless of a palpable 
nodule in the thyroid gland, the primary 
carcinoma can always be found in it by 








92 MAHORNER—Cancer of the Thyroid 


i ollicu- 
lar carcinomas are particularly sensitive to 
‘1 


careful search after it is removed. 
iodine. ' They usually have a good uptake, 
and, after a test dose of iodine,'*! they may 
be identified and localized in the bone or in 
the the Geiger-Muller counter. 
Whereas the prognosis of this type of car- 
cinoma is less favorable than for papillary 
carcinoma, nevertheless it is frequently 
controllable by radioactive 
iodine. 


chest by 


surgery and 

The third group of tumors, the anaplastic 
carcinomas, have a very poor prognosis. 
Most of these patients are dead within two 
years of the time of diagnosis. Surgery is 
seldom able to encompass and remove them. 
They invade adjacent mucles and lymph 
and metastasize distantly as well. 
They show no response to iodine"! because 


nodes 


the uptake of iodine is so poor and inconse- 
quential. Fortunately, they comprise a 
smaller group than papillary carcinomas. 

The fourth group of thyroid carcinoma 
is the epidermoid in which the acinar cells 
seem to have undergone metaplastic as well 
as malignant change. They form whorls 
of cells just like squamous cell carcinomas 
of the skin. This is a very malignant tu- 
mor; it is extremely rare and responds 
poorly to both surgery and radiation ther- 
apy. 

The fifth type of tumor is the Hurthle 
cell carcinoma of the thyroid. These, com- 
prised of large clear acidophilic cells, form 
sometimes enormous tumors. Usually they 
are of moderate size. They do not metas- 
tasize early. Chesky reported 25 cases. 
The largest tumor in his series weighed 226 
grams and the smallest was 9 grams. 
Thirty-six per cent of the patients had 
toxic symptoms. The over-all survival rate 
was 75 per cent in five vears. 

The sixth group of tumors of the thyroid 
are the lymphomas. Apparently, these de- 
velop in the lymphoid tissue of the gland, 
but, because of the difficulty of identifying 
undifferentiated cells, it is possible that 
some of these are, in reality, carcinomas of 
a highly undifferentiated type. They are 
rare; they are extremely malignant; they 
are radiosensitive; they respond poorly to 


surgery because they are not usually en 
compassed at the time of operation. The) 
may show temporary x-ray 
therapy and to nitrogen mustard. 
INCIDENCE 

Carcinoma of the thyroid gland occurs i: 
nonendemic as well as in endemic goitei 
It is less common than carcinom: 
of the stomach, but it is much more amen 
able to therapy. The important part about 
the incidence is that various institution: 
reporting on this problem show that fron 
3.5 to 10 per cent of all nodular goiters re 
moved show malignancy. Furthermore 
Cole and his collaborators found that 17.2 
per cent of all single adenomas removed 
showed carcinoma. Figures from other in- 
stitutions are not so high, but nevertheless, 
are very impressive. Beahrs, Pemberton, 
and Black, in over 5,500 cases at the May: 
Clinic, found carcinoma in 4.8 per cent of 
the nodular goiters removed. Thyroid car- 
cinoma was found in 7.5 per cent of more 
than 3,000 thyroidectomies for nodular 
goiter without hyperthyroidism and in ap- 
proximately half of these (3.5 per cent of 
all) the cancer was unsuspected clinically. 
Furthermore, it has been noted that if a 
nodular goiter is found in a child one out of 
every three of them is malignant, and this 
report is fairly consistent with different 
observers. Winship reports that 29 per 
cent of collected cases of nodular goiters in 
children showed carcinoma. Usually these 
carcinomas in children are of the papillary 
type, and are amenable to early surgical 
treatment. Even 1 per cent of toxic diffuse 
goiters, where it is least expected prior to 
operation, show a malignant growth. 

Clinically, malignancy of the thyroid can 
be suspected because of the appearance of 
the gland, its nodularity, its consistency, 
and the presence of lateral masses. More- 
over, these corrolaries may be accepted: 
that it is more common in nodular goiters 
in children; that it is much more common 
in nodular goiters in adults than in diffuse 
goiters; that it is much more common in 
single adenomas than it is in multiple 
nodules in the thyroid gland; that lateral 
aberrant thyroid growths always have a 
primary in the thyroid gland, usually in the 


response to 


areas. 
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psilateral lobe; that so-called ‘‘metastasiz- 
e adenomas” always have a primary in 
the thyroid gland. 
To emphasize the truth of the concept 
hat a lateral aberrant thyroid always has 
primary in the ipsilateral lobe, the fol- 
wing case which I operated upon recently 
ems impressive. 
A woman, aged 28 years, had had a nodule re- 
oved from the right upper portion of the neck 
New Orleans, in 1943, nine years ago. This was 
ne by another surgeon, and the pathology re- 
rt was ‘carcinoma resembling thyroid gland.” 
She moved 
» Albany, New York, where, in 1947, another oper- 


Nothing more was done at that time. 


ition was done for another nodule in the right sub- 
axillary region. It was removed and after the 
peration she was told that this tissue resembled 
Another sur- 
veon was called in consultation there, and he urged 
her to have the right thyroid lobe removed, but she 
‘fused. Five years later, now living in New Or- 


thyroid gland and was malignant. 


eans again, she still thought of the possibility of 
aving trouble in that lobe, and she was sent to 
1e. On the pathologic evidence alone, since the 
thyroid gland felt perfectly normal, having con- 
firmed that what she told me was true, I advised 
er to have the right thyroid lobe removed. This 
time she consented, and, at operation in April 1952, 
{ did a right total lobectomy. Nothing could be 
felt clinically in that lobe. At operation I saw a 
mall white nodule in the superior pole of the right 
lobe. It was approximately 5 by 3 mm. in diameter, 
ind it certainly could not have been felt. On cut 
ection, however, this adenoma showed carcinoma, 
and it, undoubtedly, was the primary focus for the 
carcinomas removed at the previous two operations. 
\t the operation, nodes along the carotid sheath 
found in 
Had carcinoma been found in the lymph 
odes, I would have proceeded with a block dissec- 
tion of the neck at that time. 


were removed, but no carcinoma was 
them. 


Formerly such lesions were called “lat- 
eral aberrant thyroids’” and were thought 
to arise in situ from anlagen. Today we 
realize that they always have a primary in 
the thyroid gland. 

ODINE AND CARCINOMA OF THE THYROID GLANT 

Iodine’! has been a tremendous advance 
in the study and in the therapy of cancer of 
the thyroid. Iodine appears almost solely 
in the thyroid tissue, and is found in negli- 
rible quantities in all other tissues of the 
body. It is highly concentrated in the thy- 
roid gland, as much as 300 times its con- 
centration in the blood stream. Further- 


more, iodine is taken up and stored in the 
gland very promptly. Within twenty-four 
hours, tracer doses of iodine’! accumulate 
at a maximum in the thyroid, or the iodine 
is eliminated in the urine. The total amount 
of radioactive iodine given can always be 
accounted for by the concentration in the 
gland and the elimination in the urine. In 
the normal thyroid gland, on normal rou- 
tine, approximately 40 per cent of iodine’! 
is taken up in twenty-four hours, but under 
certain conditions this uptake may be en- 
hanced, and it is considered of therapeutic 
importance to get an uptake of 70 to 90 per 
cent of a radioactive dose within twenty- 
four hours. 

The method of study is usually to give a 
very small dose to a patient, either prior to 
operation or postoperatively after a diagno- 
sis of malignancy has been established. 
There are three possibilities of studying the 
functional activity of the tumor or the 
nodule under suspicion: 

1. By giving a tracer dose of iodine’! 
and estimating the differential uptake in 
different areas of the gland or metastatic 
nodule. The amount eliminated in the urine 
may be an additional countercheck. 

2. Py the recently developed gamma- 
graph, which actually plots automatically 
the functional activity of the thyroid gland, 
including variations in function in nodules 
and the surrounding tissue. 


» 


3. By radioautograph; that is, the dem- 
onstration of radioactive iodine uptake in 
cut sections of the removed thyroid tissue 
by placing it upon a photosensitive film and 
subsequently developing it. 

A tracer dose of 40 microcuries to 2 milli- 
curies is administered by mouth and the pa- 
tient is tested at the end of twelve and 
twenty-four hours for uptake. This uptake 
may be demonstrated in metastases as well 
as in the gland. In order to facilitate and 
enhance uptake, two measures are of known 
value. One is total thyroidectomy, which 
was originally suggested for this purpose 
by Rawson and performed by Linton. Under 
such circumstances, a secondary lesion 
which originally had no uptake, or an in- 
significant one, may have an induced or 
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enhanced uptake as high as 70 or 80 per 
cent. A second method is to suppress the 
amount of iodine in the gland by the use of 
thiouracil or one of its related compounds. 
Thiouracil prevents the utilization of iodine 
by the thyroid gland. It blocks it chem- 
ically, and prevents its incorporation in the 
thyroid hormone. Thus, other protein- 
bound iodine of the gland is eliminated and 
the gland becomes deficient in iodine, and 
when the thiouracil compounds are stopped 
the gland is much more avid for iodine. 
Usually the use of thiouracil compounds to 
enhance iodine"! uptake is accomplished by 
administering the drug over a period of 
days, then stopping it, and after forty-eight 
hours giving the test, or therapeutic dose of 
iodine.'*' A total thyroidectomy is advis- 
able, but, because of this action of thioura- 
cil compounds, is not an essential condition 
for an effective result from a therapeutic 
dose of iodine.'*! 

A therapeutic dose of iodine™' varies tre- 
mendously. Usually doses of from 50 to 
200 millicuries are given. The largest single 
dose reported was 315 millicuries and that 
caused pancytopenia and death. Dobbins 
reports a total dose of as much as 800 milli- 
curies over a period of four years. The 
largest single dose he gave was 200 milli- 
curies. The maximum effect from iodine! 
occurs after the fourth week and for that 
reason repeated doses must not be given 
within that period. 

The effect of such large doses on the thy- 
roid gland is to destroy or suppress the 
parenchymal cells and produce fibrosis, but 
even eight years after the administration of 
iodine™! parenchymal cellular activity is 
still present, and nuclei which are intensely 
stained suggest that there may be some 
tendency to proliferation. No definite case 
of cancer following administration of 
iodine"! has been described, but it is true 
that iodine'™! produces benign tumors of 
the thyroid gland in rats. Thiouracil, too, 
has been found to produce not only benign 
but malignant tumors of the thyroid gland 
in rats, and it apparently does this by sup- 
pressing the utilization of iodine in the thy- 
roid, which, in turn, causes the liberation 





of more thyrotropic stimulating hormone 
from the pituitary gland. This stimulates 
the parenchymal cells. The theory that car- 
cinoma of the thyroid develops because of 
overstimulation by the pituitary has some 
enticing and valid data to support its ac- 
curacy. 

The results of treatment of thyroid tu- 
mors with iodine'*' cannot properly be as- 
sayed at the present time. Certain investi- 
gators, like Stanbury for the Massachusetts 
General Hospital, are a bit pessimistic as to 
what is really being accomplished. At the 
American Goiter Association Meeting in St. 
Louis in May 1952, the report by Stanbury 
left one with the impression that the group 
at the Massachusetts General Hospital were 
not entirely convinced that they are ac- 
complishing a great deal by its use in thy- 
roid tumors. On the other hand, Dwight 
Clark at the University of Chicago has 
found it of great benefit, and feels that it 
is suppressing and controlling tumors 
which otherwise would have killed a host 
long before this. One of the difficulties, un- 
doubtedly, is the segregation of the dif- 
ferent types of cases. Very undifferenti- 
ated tumors, of course, will not respond 
well, and until they can be treated in 
such a manner that their type could be con- 
verted to a functional type of metastasis 
they must be discarded from the group in 
which improvement could be expected. On 
the other hand, the papillary tumors even 
without iodine’! have survived for long 
periods of time with known metastases, and 
this, likewise, proposes the difficulties of 
standardization of life expectancy under 
these known conditions. It is true, how- 
ever, that after the administration of 
iodine,'*' follicular or acinar type carci- 
nomas with metastases of bone and destruc- 
tion of bone have been made to re- 
gress with reossification in the involved 
areas. In addition to that, radioactive 
secondaries, when given tracer dose long 
after the administration of therapeutic 
dose, show much less functional activity in- 
dicating that parenchyma had been burned 
down and made less active. 


Untoward results from the administra- 
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tion of iodine'™! have been several. Pancy- 
penia with resultant death has been re- 

ted after the total dose of 638 milli- 

iries. Liver damage, detectable by brom- 

ilphalein tests, has been reported in some 
nstances, and bladder irritability has re- 

ilted when metastases involved the pubic 

mes in the region of the bladder. On the 
other hand, no case of parathyroid tetany 
has been induced by the administration of 
{ dine.'! 

SURGERY 

Surgery remains the treatment of choice 
for cancer of the thyroid gland. It should 
he used both prophylactically and therapeu- 
tically. Because of the peculiarities of the 
incidence of thyroid carcinoma, occurring 
as they do especially in nodular goiters and 
particularly in single nodules, consideration 
must always be given to the possibility of 
such a gland being or becoming malignant. 
This does not justify the wholesale eradica- 
tion of thyroid glands which show a little 
irregularity. It justifies the conclusion 
that operation is much more readily indi- 
cated for true adenomas, either single or 
multiple, but particularly the single adeno- 
mas, and particularly for nodular glands in 
children because of the insistent danger 
that one out of three of such children will 
have a cancer. 

The problem of the differential diagnosis 
is very difficult. It is hard to say which 
glands will show carcinoma. It is true that 
hardness without calcification demonstrable 
in an x-ray is a very suggestive sign. It is 
also true that most patients with recurrent 
laryngeal paralysis prior to operation 
usually have this complication because of a 
cancer. These features make one more in- 
sistent that indications for operation exist. 
Thyroiditis represents a very major prob- 
lem, particularly here in the South where 
the incidence of thyroiditis in goiters is pro- 
portionately higher than it is in the goiter 
belts. Hashimoto’s struma and Riedel’s 
struma may easily be confused with carci- 
noma of the thyroid gland. It is all the more 
confusing because practically all cases of 
thyroiditis of whatever type, that is, Hashi- 


moto’s or Riedel’s struma, or thyroiditis not 
classified in those groups, are practically 
always amenable to conservative measures, 
and in few of them is surgery indicated, 
and then frequently only for decompression 
of the trachea and alleviation of pressure 
symptoms. 

The method of management of carcinoma 
surgically is beginning to have more uni- 
formity of opinion and standardization, and 
it has been a trend towards more radical 
procedures. The method of surgical man- 
agement depends on the type of carcinoma. 
If the patient has a small nodule outside the 
thyroid gland which clinically is suspected 
of being malignant and of thyroid origin, 
the patient is draped both for a thyroidec- 
tomy and for a radical neck dissection. Two 
sets of instruments are set up. The nodule 
is removed first, and the pathologist gives 
a report on the frozen section. If it is re- 
ported to be a lesion which resembles carci- 
noma of the thyroid, whether it is papillary 
or follicular in type, the instruments are 
changed, and a block dissection of the neck 
on that side is begun from below. When the 
thyroid gland is encountered, it is removed 
on that side totally for papillary and follicu- 
lar type carcinomas. If it is an infiltration, 
the opposite lobe as well is removed totally, 
but the block dissection is done on one side 
of the neck only at this time. In addition 
to that, if a growth is of the papillary type 
and the operation is being done for so-called 
“lateral aberrant thyroid” where the isth- 
mus is cut from the opposite lobe the sur- 
face must be carefully examined micro- 
scopically for any evidence of extension. If 
there is none, the remaining lobe may be 
left. Postoperative studies of this surface 
are important. I have had experience of 
being told in the operation room that the 
surface was clear of carcinoma and leaving 
a small part of the opposite lobe in, when 
five days later after study of the permanent 
section the pathologist told us carcinoma 
involved it. A second operation was done 
to remove the entire remaining lobe. Para- 


thyroid glands and recurrent laryngeal 
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nerves must be carefully preserved during 
these operations. 

Operations for diffuse infiltrating carci- 
nomas of the thyroid gland demand total 
thyroidectomy, but without the hope of con- 
trolling the cancer in an appreciable number 
of the cases. 

Postoperatively radioactive iodine tracer 
studies and therapeutic doses should be 
given. It is to be remembered that a good 
many of these tumors are radiosensitive and 
x-ray irradiation will help. On the other 
hand, improvement 
promptly from x-ray, not for a period of six 
weeks. In reality, the maximum effect from 
iodine'™' occurs after the fourth week, and, 
for that reason, repeated doses must not be 
given within that time. 


one cannot’ expect 


SUMMARY 

Cancer of the thyroid gland is among us 
and occurs not infrequently in the Southern 
states as well as throughout the rest of the 
nation. It is amenable to surgical and radio- 
therapeutic treatment, including the use of 
iodine."*' Many of the patients can be 
cured or remain well under control for 
It behooves us to be on the lookout 
for these lesions, and to take active and 
prompt steps for their treatment and con- 
trol. 


years. 
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Carcinoma of the Esophagus 


TREATMENT OF CARCINOMA OF 
THE ESOPHAGUS 
LAWRENCE H. STRUG, M. D. 


NEW ORLEANS 


Increase of interest in the treatment of 
carcinoma of the esophagus, has occurred 
within the past decade. However, the 
many attempis to treat surgically such dis- 
eases of the esophagus date back to 1913, 
with the classic esophagectomy of Torek 
with anterior thoracic esophagostomy. 
However, the successful intrathoracic 
esophagastric resection and anastomosis by 
Adams and Phemister,' in 1938, demon- 
strated the feasibility of this type of pro- 
cedure. Since that time this procedure has 
been modified numerous times, but em- 
ployed with increasing frequency in the 
treatment of carcinoma of the esophagus. 
During this period the postoperative com- 
plications have fallen appreciably, with the 
mortality reaching a level, which though 
still not entirely satisfactory, is acceptable. 


FACTORS IN LOW SURVIVAL RATES 


In spite of the fact that technical factors 
have been overcome to the point that mor- 
bidity is surprisingly low, as well as the at- 
tainment of an acceptable mortality, the 
over-all picture has changed only for the 
immediate postoperative period. The sur- 
vival rates are extremely poor, as evidenced 
by the reports of Sweet,? Parker and asso- 
ciates,* and Ravitch.' 

What are the factors that are responsible 
for the poor survival rates? The far ad- 
vanced stage of the disease that is evident 
when the average patient presents himself 
for diagnostic evaluation of symptoms is a 
most important factor. 

The portion of the esophagus in the pos- 
terior mediastinum, with its extremely 
close relationship to the trachea, aorta, peri- 
cardium, descending aorta, left bronchus. 
diaphragm, and both mediastinal pleura, 
makes the intimate relationship between 
these structures paramount. The lympha- 
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ic drainage of the esophagus is closely en- 


wined with that of these mediastinal struc- 


ires. As has been very well demonstrated 
he lymphatic drainage of the esophagus 
ecurs both cephalad and caudad, to the 
vonchial and tracheobronchial an- 
rior to the aortic arch, along the aorta, 


ind to the nodes at the esophagogastric 


unction below the diaphra 


i 


A radical resection for 


yodied in an operative procedure for car- 


Cancer, aS em- 
inoma of the breast cannot be performed 
in carcinoma of the esophagus except pos- 
the third, because of the 
neighboring vital structures, and the sur- 
gical impossiblity of performing adequate 
vmphatic block dissection. It is well known 


sibly in lower 


that carcinoma of the esophagus metasta- 
sizes to the regional lymph very 
early, and it is not uncommon to find ex- 
tensive distant metastases with the primary 
lesion being very small. 


nodes 


It can thus be readily appreciated that in 
der to increase the survival rates in car- 
cinoma of the esophagus, we must strive 
to make the diagnosis earlier. This fact is 
born out by Sweet’s* series, in which he 
demonstrated a 40 per cent five vear sur- 
vival in those cases, which were resected 
and there was no evidence of mediastinal 
lymphatic spread. 

The difficulty in obtaining patients early 
in the disease can be attributed to (1) The 
insidious onset of the early symptoms, and 
its mimicry of pathology in other organs; 
(2) delay on the part of the patient in seek- 
ing medical aid in spite of the persist- 
ence of symptoms; (3) delay on the part of 
physicians, who after being consulted about 
symptoms of dysphagia, are content to 
treat patients empirically without benefit 
of adequate investigation. There is consid- 
erable that can be done about these factors 
by way of education, particularly 
the laymen and physicians. 

Patients that present themselves with 
early symptoms such as mild substernal dis- 
comfort, tightness in the thorax or upper 
abdomen, which persist for a period of 
three weeks or more, should be investigated. 
The esophagus should always be considered 


among 


along with the heart, lungs, and stomach in 
investigations of this type of symptom- 
atology. 

In the study of these symptoms, barium 
visualization of the esophagus is of import- 
ance, but one must be cognizant of the fact, 
that it may not show an early lesion. 

Esophagoscopy is used entirely too infre- 
quently. Only a small percentage of the 
patients with symptoms referable to the 
esophagus or cardiac end of the stomach, 
have examination by this means. One rea- 
son is that comparatively few physicians 
are trained in this type of endoscopy. Only 
by this means can an early lesion of the 
esophagus be detected. As more doctors be- 
come trained in this procedure, it is hoped 
that it will be employed more frequently, 
and that it will result in a higher incidence 
of earlier diagnoses. 

Dysphagia may at first not be progres- 
sive as the associated esophagospasm may 
frequently be relieved by belladonna prepa- 
rations. Thus both the physicians and pa- 
tients are lulled into a false sense of se- 
curity. The fact that symptoms are fre- 
quently referred below the diaphragm, helps 
focus the attention on the abdomen. This 
suggests the thought that all patients with 
persistent symptoms of this sort should 
have esophagoscopy in addition to barium 
studies, as a part of the diagnostic work-up. 

The results of treatment of carcinoma of 
the esophagus either nonoperative or oper- 
ative are extremely poor. It may be stated 
that this is due to several factors. Esopha- 
geal carcinomas are usually highly malig- 
nant. Metastases often occur early and 
widely, much greater in extent than would 
be expected from epidermoid cancers. It is 
a well established fact that this type of can- 
cer extends intramurally up and down the 
esophagus, frequently far beyond the palp- 
able edges of the tumor. Another fact is the 
widespread lymphatic involvement, even 
below the diaphragm. Also associated lo- 
cal invasion of the trachea or bronchus with 
occasional fistulae are deterrent factors to 
resection or increased survival rates. Fur- 
thermore, the patient with esophageal can- 
cer is frequently not a fit subject for radi- 
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cal surgical treatment. He is often in the 
sixth and seventh decade of life with asso- 
ciated senile changes. Also, coexistent pul- 
monary and cardiac changes make them 
poor surgical risks. 

TREATMENT 

Sutgical treatment can offer something 
both in a curative way and for palliation. 
There are numerous methods of therapy 
and I shall endeavor to cover them briefly 
in order of their historical importance. 

For purposes of discussion one can start 
with the extremely unsatisfactory pallia- 
tive gastrostomy. It certainly does not 
offer very much to the patient with carci- 
noma of the esophagus, as it is only a poor 
substitute for feeding of the patient. It is 
very difficult to keep the contents from 
leaking from the tube, regardless of the 
type of gastrostomy performed. If used at 
all, it should be reserved for the case in 
which any form of surgical procedure is 
out of question, and also, in those in which 
other forms of nonsurgical therapy cannot 
be considered. 

In desperately debilitated patients with 
complicating lesions, such as extensive me- 
tastasis or esophagobronchial or tracheal 
fistulas, there is not any type of operative 
procedure which is feasible. Palliation can 
be offered these patients, in one of three 
ways. Direct dilatation by bouginage, will 
on occasions enable a patient to swallow 
without too much difficulty for a few weeks, 
repeating the procedure at intervals, obvi- 
ously with no effect on the final outcome. 
Another method is by use of the Souttar 
tube, first described in 1927.°. The malig- 
nant stricture is dilated, and the tube is 
placed through the areas of stricture by en- 
doscopic means. This has offered a fair 
degree of palliation in some hands. The 
third method of nonoperative palliation is 
by the use of irradiation. This can be per- 
formed by deep roentgen irradiation, direct 
implantation of radioactive material, or by 
radium boogies. The simplest form of 
therapy of this type is by deep irradiation, 
preferably the method of Neilsen.“ How- 
ever, Fleming’ in a study of 800 patients 
treated by deep x-ray, observed that 83 per 


cent died within a year and that only 10 
patients survived more than five years. At 
one time it was the custom at Charity Hos- 
pital to irradiate all carcinoma of the 
esophagus, following a gastrostomy for 
feeding purposes. It is our impression that 
many of these patients had immediate bene- 
fit, but ultimately died of metastasis, and 
there were few, if any, five year survivals. 

When carcinoma of the esophagus is pres- 
ent, and there is no apparent evidence of 
metastatic spread or complicating factors 
which would negate surgery, one of the fol- 
lowing surgical precedures can be utilized. 
Since the work of Adams and Phemister,' 
it has been repeatedly demonstrated par- 
ticularly by Garlock* and Sweet’ that the 
stomach can be mobilized; the intrathoracic 
esophagus resected, and the stomach 
brought into the chest, and a primary 
esophagogastric anastomosis be performed 
at any level, even into the neck. This is not 
a simple procedure, particularly for the le- 
sion at the level of the arch or above. It 
is time consuming, the anastomosis is fre- 
quently under considerable tension, thereby 
resulting in complication such as leakage 
at the anastomatic site, and resultant em- 
pyema. However, in tumors of the lower 
third this procedure is highly desirable. 

Poth Reinhoff* and Robertson" have felt 
that in high lying lesions, the better pro- 
cedure is to utilize a loop of jejunum, mak- 
ing the anastomosis in a Roux-Y-type, dif- 
fering only in the location of the jejunal 
loop in the thoracic cage, Reinhoff placing 
it posteriorly and Robertson anteriorly. It 
can also be utilized in low esophageal car- 
cinomas with gastric invasion, as a method 
of by-passing the involved esophagus and 
stomach. 

It is obvious from the experience that has 
been accumulated, that the disadvantages of 
using the stomach as a replecement tube for 
high lying lesions are many. There is a 
definite disadvantage to having a distend- 
able stomach in the thorax, particularly in 
individuals who have borderline pulmonary 
function. Again, constant regurgitation of 
gastric juice is a source of distress and dis- 
comfort to the patient, and to this is added 
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‘he hazard of tracheal aspiration. This has 
een the greatest argument for the ex- 
onents of the jejunal loop replacement pro- 


‘edure. Others such as Ravitch favor in 
many instances an antethoracic Roux-Y- 


ip. However, this requires multiple opera- 
‘ive procedures, and although not attend- 
ant with as many failures as the old Torek 
procedure, it still offers a high degree of 
failures. 

fecently Berman'' has developed a 
method for the replacement of the thoracic 
esophagus with a plastic tube. He has 
amply demonstrated the feasibility and sim- 
plicity of this method. The involved esoph- 
agus is resected, a flanged polythene plastic 
tube is tied in place, and the mediastinal 
structures closed about it. A fibrous wall 
develops about the tube, and mucosal lin- 
ing is regenerated covering the inside of the 
tube. In the reported cases the patients 
subsequently swallowed well. The _ pro- 
cedure undoubtedly can be used to advan- 
tage in individuals who are poorer risks, as 
the time involved in performing the opera- 
tion is considerably shorter. However, it 
has not added to the longevity of the pa- 
tients in any manner, and has the additional 
lisadvantage of a buried prosthesis. 

SUMMARY 

1. Cancer of the esophagus is a disease, 
curring mainly in elderly people, who are 
‘onsiderably poorer risks. 

2. Location of the disease, mode of in- 
trinsie and lymphatic spread, does not lend 
itself to adequate cancer surgery. 

3. Numerous surgical procedures have 
een tried, but all have definite limitations 
insofar as applications, and many disad- 
vantages. 

4. In spite of the gloomy outlook, sur- 
vical procedures do offer considerable relief 
Vv palliation. 
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RADIOACTIVE GOLD IN THE TREAT- 
MENT OF ADVANCED CARCINOMA 
OF THE PROSTATE AND 
BLADDER* 

PRELIMINARY RESULTS IN 24 CASES 
EDGAR BURNS, M. D. 

JOHN U. HIDALGO, M. S. 


AND 
ROBERT NIESET, M. D. 


NEW ORLEANS 


In outlining a plan of therapy for pros- 
tatic carcinoma we have long been accus- 
tomed to separating the cases into those in 
the early stages of the disease and those in 
the advanced stages. A case may be con- 
sidered early only so long as the neoplastic 
cells are confined within the prostatic cap- 
sule. Such cases produce no symptoms be- 
cause most of the primary tumors originate 
in the posterior lobe well away from the 
prostatic urethra, a fact which accounts for 
the absence of urinary symptoms, and pain 
other than that related to the urinary tract 
does not occur until the tumor has broken 
through the prostatic capsule and _infil- 
trates the surrounding area. Since symp- 
toms are absent in this group of cases, the 
diagnosis must be based upon: (1) the dis- 
covery of a suspicious area in the prostate 
during routine physical examination; and 
(2) a pathologic study of an adequate 

*Presented at meeting of the Orleans Parish 
Medical Society, November 10, 1952. 

From the Departments of Urology, Ochsner 
Clinic and Tulane University School of Medicine 
and the Department of Biophysics, Tulane Univer- 
sity School of Medicine, New Orleans. 
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amount of tissue removed from this area to 
prove whether it is carcinoma or an ordi- 
nary inflammatory lesion. Unfortunately, 
less than 10 per cent of cases are discovered 
during this stage of the disease. In this 
group of cases a cure may possibly be ob- 
tained by radical excision of the prostate 
with its capsule along with the seminal 
vesicles. 
CHOICE OF CASES 

Until recently separation of the cases 
into early and advanced stages was all that 
was necessary from the standpoint of out- 
lining a plan of treatment. In view of re- 
cent advances in therapy, however, it has 
become necessary to divide the cases in 
which the tumor has spread beyond the 
prostatic capsule into two groups. The 
first group is comprised of those cases in 
which the tumor has infiltrated the struc- 
tures in the prostatic area and has usually 
involved the seminal vesicles and regional! 
lymphatics giving rise to pain from pres- 
sure on peripheral nerves. In the majority 
of these cases the infiltration has also in- 
volved the urethra resulting in varying de- 
grees of bladder neck obstruction with uri- 
nary symptoms in proportion to the degree 
of involvement. This comprises 
about 55 per cent of the total number of pa- 
tients with prostatic carcinoma. The second 
group consists of those cases in which the 
tumor has spread to a distant area, usually 
bones or the lungs. 


group 


The use of radioactive isotopes in the 
treatment of malignant diseases stimulated 
an interest in its application to patients 
with prostatic carcinoma which is not amen- 
able to possible cure by radical excision. In 
March 1951, Flocks' first treated patients 
with advanced prostatic carcinoma with 
radioactive gold (Au 198). This material 
was selected because it is apparently en- 
tirely nontoxic and will remain for the most 
part at the site of infiltration into tissue. 
It has a half life of 2.7 days, and about 95 
per cent of the energy release is in the form 
of beta radiation. It was thought at first 
that the maximum range of irradiation of 
radioactive gold in tissue was approximate- 


ly 3mm. However, our experience has led 
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us to believe that the range may be some- 
what greater than that, probably 4 or 5 mm. 

It is believed by Flocks and others who 
have used radioactive isotopes in the treat- 
ment of carcinoma that by direct infiltra- 
tion it is possible to give a cancerocidal dose 
of radiation and avoid some of the objec- 
tionable side effects of radium and roent- 
gen therapy. Ninety-five per cent of the 
radiation is delivered in one and one-half 
weeks. Allen and associates? have shown 
that radioactive material injected into the 
parametrium is delivered by the lymphatics 
to the regional lymph nodes so that one 
might reasonably expect some effect upon 
metastatic cells in these nodes. 

We have been able to show by a combi- 
nation of roentgenographic and _ radio- 
graphic technics the gross distribution pat- 
tern of the radioactive isotope after injec- 
tion. Figure 1 shows an exposure twenty- 





Fig. 1—Roentgenogram shows area of distribu- 
tion twenty-four hours following injeition of 112 


me. Au. 198 into a prostatic tumor. 

four hours after injection of 112 me. Au 
198 into a prostatic tumor. Figure 2 shows 
an exposure twenty-four hours after injec- 
tion of 126 mc. Au 198 into a tumor of the 
bladder. We have shown further that 8 per 
cent of the total dosage is obtained in the 
urine during the first five days. After 
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Fig. 2—Dark area in pelvic region shows distri- 
ution pattern twenty-four hours after 
f 126 me. Au 198 into a bladder tumor. 


injection 


that period there is not enough activity in 
the urine to be of any significance. By the 
end of ninety-six hours after injection 0.03 
per cent of the total dosage can be demon- 
strated in the blood serum. A considerable 
amount of radioactivity can be demon- 
strated, as might be expected, in the sacral 
and suprapubic areas and also over the he- 
patic area; a smaller amount can be demon- 
strated over the spleen. 

In the selection of patients with prostatic 
‘arcinoma for treatment with radioactive 
vold those patients in whom metastatic le- 
sions in bone and other distant structures 
an be demonstrated should be excluded be- 
‘ause the small amount of radiation in the 
lood stream is believed to be insufficient to 
lave any significant effect upon remote me- 
tastatic lesions. The group of cases to be 
‘reated, therefore, must be chosen from that 
95 per cent in which the tumor has broken 
through the prostatic capsule but cannot be 
lemonstrated to have spread beyond the 
elvic area. Up to the present time we have 
estricted the use of radioactive gold to 
hose patients whose disease has become re- 
‘ractory to other means of palliative ther- 
py. The reason for this is that radioac- 
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tive gold has been employed over too short 
a period, first to evaluate its possible cura- 
tive effect in prostatic carcinoma, and 
secondly, to determine whether or not it 
may produce late side effects such as some- 
times follow the use of large doses of ra- 
dium, or other yet unknown complications. 
Moreover, 80 per cent of patients with ad- 
vanced carcinoma of the prostate show 
some degree of response to hormone ther- 
apy (orchiectomy, stilbesterol or a combina- 
tion of the two) for varying periods of 
time. Some of our patients have lived fair- 
ly comfortably as long as eleven years and 
have even been able to pursue a useful oc- 
cupation. More recently, some of those 
whose disease has become refractory to hor- 
mone therapy have experienced additional 
comfort and well being from the adminis- 
tration of cortisone, which we have been 
using for the past eighteen months. We 
believe, therefore, that patients to be 
treated with radioactive gold should be 
carefully selected. 
TECHNIQUE 

Up to the present time we have used 
radioactive gold in the treatment of 24 pa- 
tients with advanced carcinoma. In the 
preoperative study an effort is made to es- 
timate as nearly as possible the size of the 
tumor in order to determine the amount of 
radioactive substance to be obtained. In the 
beginning we used 1 millicurie per cubic 
centimeter of tumor. In other words, if it 
could be estimated that the tumor had a vol- 
ume of 150 cc., 150 me. of radioactive gold 
was injected. However, it soon became ap- 
parent that this dose is probably too large 
and we are now using one-half to two-thirds 
of that amount. 

The technic of infiltration of radioactive 
gold consists briefly in exposure of the blad- 
der neck in much the same manner as for 
retropubic prostatectomy with the excep- 
tion that the rectus muscles are divided 
close to their attachments to the pubis in 
order to afford a wider exposure. The 
bladder is then opened just above the inter- 
nal sphincteric area and the incision may 
be extended into the anterior prostatic cap- 
sule if necessary to afford easy access to the 
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tumor. In order to prevent unnecessary ex- 
posure of the operating team to the radio- 
active material, all necessary preparations 
of the field are completed before the injec- 
tion is started. The radioactive gold is di- 
luted up to the desired volume with nor- 
mal saline to which 1 cc. of a 1 to 1000 so- 
lution of epinephrine and 150 turbidity 
units of hyaluronidase are added. As addi- 
tional protection to the operator’s hands the 
for the injection are sur- 
rounded by a lead shield weighing approxi- 
mately 21, 
attempt 


syringes used 


In the beginning an 
infiltrate the entire 
neoplastic area uniformly. However, we 
are now injecting the material only 0.5 to 
1 cm. deep, depending upon the thickness 
of the tumor, and distributing it from the 
apex of the prostate back to the internal 
sphincteric area. In addition to that, 1 cc. 
is injected into each seminal vesicle, the 
needle being inserted through the base of 
the bladder. The bladder is closed after an 
indwelling urethral catheter has been in- 
serted for drainage. 


pounds. 


was made to 


POSTOPERATIVE COMPLICATIONS 

Postoperatively, the recovery period dif- 
fers little from that following ordinary su- 
brapubic cystostomy. Most wounds heal 
promptly and hernias have not developed in 
any of our cases as a result of division of 
the rectus muscle. None of our patients 
has complained of bladder irritation sug- 
gestive of an irradiation reaction and none 
has experienced any other bladder discom- 
fort except that caused by an indwelling 
urethral catheter. Nearly all patients have 
varying degrees of leukopenia. In some it 
is apparent early in the postoperative period 
and in others only after several weeks; thus, 
it is important to obtain frequent blood 
counts in order that transfusions may be 
given when indicated. 

Frequent liver function tests should be 
done because of the activity shown in the 
hepatic area during the postoperative period 
but in none of our patients has any signifi- 
cant hepatic damage occurred. The most 
important complication noted in our pa- 
tients, as well as those treated by Flocks 
and others, is irradiation proctitis. Of the 
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24 patients treated by us, 5 complained oi 
rectal irritation, in 2 of whom it was se- 
vere enough to necessitate diversion of thx 
fecal stream by colostomy. In a third pa- 
tient the proctitis was considered severe 
enough to justify colostomy but the patien 
refused to have it done. 
RESULTS 

We have treated 4 patients with advanced 
carcinoma of the bladder, all inoperable 
grade III or IV infiltrating tumors. Pe- 
the bladder transitional! 
epithelium and has been practically not ir- 
ritated by the radioactive substance and be- 


cause mucosa is 


cause most bladder tumors are of the tran- 
sitional cell type, we have not anticipated 
that such tumors would respond favorabl) 
to radioactive gold. The following results 
were obtained in these 4 patients. In the 
first patient, who had a grade II] tumor in- 
volving the left lateral wall with extension 
beyond the bladder, the response was excel- 
lent; cystoscopic examination at the end oi 
the third postoperative month showed n 
evidence of tumor. In two patients there 
appeared to be no effect. The fourth pa- 
tient was apparently made worse; within 
two months after infiltration of the tumor 
widespread cutaneous lesions developed 
which on_ biopsy indistinguishable 
from the biopsy specimen obtained from 
the tumor of the bladder. This suggests 
that the pressure necessary to infiltrate the 
tumor may have distributed some of the 
cells into the circulation, which would ac- 
count for the widespread lesions which later 
developed. 


were 


The response of prostatic tumors to radio- 
active gold is little short of miraculous. 
The mass will almost completely disappear 
within a period of three weeks. However. 
we are reluctant to indulge in overoptimism 
regarding the results that may be obtained 
from any new approach to the treatment of 
malignant disease and prefer to report only 
what has happened to the patients whom 
we have treated up to the present time. 
Rectal palpation following infiltration 
shows that the tumor becomes rapidly 


smaller in size and so far there has been no 
regrowth of the tumor in the first patient 
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reated eight months ago. At the end of 
he third postoperative month transureth- 
al biopsy is done in each patient. An at- 
mpt is made to remove the tissue from 
he same area as that from which the pre- 
perative biopsies were obtained. The bi- 
psy specimens have shown no evidence of 
imor in about 20 per cent of our cases. 
Mlocks* stated that in 37 patients in whom 
ostoperative biopsy was done 11 showed 
10 evidence of tumor. His first patient, 
perated upon almost eighteen months ago, 
is still comfortable and shows no evidence 
regrowth. It should be emphasized, 
owever, that none of these patients should 
» considered cured, as from three to five 
ears must elapse before this can be estab- 
Nevertheless, we believe that the 
response of inoperable prostatic carcinoma 
to treatment with radioactive gold is suffi- 
ciently encouraging to justify continuing its 
use for a sufficient period to determine if 
this approach may offer some hope to a 
group of cases which are otherwise incur- 
able. 


ished. 


SUMMARY 

During the past eight months radioactive 
vold has been employed in the palliative 
management of 24 selected patients with 
inoperable carcinoma of the prostate. The 
immediate response has been almost mirac- 
ulous. The mass almost completely disap- 
peared within a period of three weeks, and 
in the first patient treated eight months 
, it has not increased in size. The most 
serious complication has been irradiation 
proctitis. Although final evaluation of this 
material for the treatment of prostatic car- 
cinoma must await passage of several years, 
the results have been sufficiently encourag- 
ing to justify its continued use over a long 
enough period to determine the final ef- 
fects. 


ago 


The effect of radioactive gold in 4 pa- 
tients with advanced carcinoma of the blad- 
der has been discouraging. This was to be 
expected, since radioactive substances have 
ittle effect on transitional epithelial cells, 
of which most tumors of the bladder are 
composed. 
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CORONARY EMBOLISM 
CASE REPORT 
E. B. FLAKE, M. D. 
M. D. HARGROVE, M. D. 
W. R. MATTHEWS, M. D. 


SHREVEPORT 


Coronary occlusion occurs quite frequent- 
lv. In the vast majority of cases it is due 
to arteriosclerosis of the coronary arteries. 
It may be due to syphilitic aortitis with in- 
volvement of the ostia of the coronary ves- 
sels without 
arteries. 


intrinsic disease of the coro- 
nary Rarely, it is due to peri- 
arteritis nodosa, thrombo-angitis obliterans, 
dissecting aneurysm, and primary or sec- 
ondary neoplasms. 
occlusion is due to emboli, about 46 cases of 
embolism of the coronary arteries having 
been reported in the literature. Hammon,’ 
in 1941, referred to 30 cases and collected 
10 cases from the records of the John Hop- 
kins Hospital. The small number of cases 
reported is probably not an accurate esti- 
mate of the frequency of its occurrence. The 
symptoms and results in myocardial infarc- 
tion are so similar to coronary thrombosis 
that the diagnosis is not often considered 
and is usually a postmortem diagnosis. It 
has been estimated that from 1 to 2 per cent 
of the cases of coronary occlusion are due to 
embolism. 


Occasionally, coronary 


In considering coronary embolism it is 
desirable to divide the subject into two di- 
(1) embolic occlusion of a large 
coronary vessel, which is usually single, (2) 
and embolic occlusion of small coronary ves- 
sels which is usually multiple. According 
to Hammon,' emboli cecluding a _ large 
branch of the coronary arteries may arise 
from at least six different sources: (1) a 
thrombus or atheromatous material in a 
coronary artery; (2) a thrombus covering 
an arteriosclerotic plaque at the root of the 
aorta; (3) bacterial vegetations upon the 
mitral or aortic valves; (4) intracardiac 


visions: 
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mural thrombi; (5) thrombi in the pul- 
monary veins; (6) thrombi in the _ peri- 
pheral veins, paradoxical embolism.' In the 
10 cases collected by Hammon! the source 
of the embolus was not stated in 2. In the 
remaining 38 cases, 2 were in the first 


group, 6 in the second, 19 in the third, 5 in 
the fourth, 2 in the fifth, and 4 in the sixth. 

The occlusion of small coronary vessels by 
emboli is Their 
source is vegetations upon the aortic and 
thrombi. 


usually multiple. usual 


mitral and from mural 


Either of these may be the source of an em- 


valves, 


bolus occluding a large coronary vessel, but 
perhaps more frequently they may be the 
source of multiple occlusions of small coro- 
nary vessels. 

CASE REPOR' 

A white male, 46 years of age, had complained of 
increasing dyspnea since July 1951. The dyspnea 
was progressive and he had frequent respiratory 
infections. For six weeks prior to his last illness 
he had a persistent cough, raising rather tenacious 
sputum. He was an automobile mechanic and had 
done some Duco auto painting, probably inhaling 
fumes from the spray gun. He smoked about two 
He had otitis media, 
bilateral at 14 years of age, and a tonsillar abscess 


packages of cigarettes a day. 


at 28 years of age. Otherwise, his past history 


was noncontributory. 


Examination in October 1951, showed mild cya- 
nosis of the lips and nails with clubbing of the fin- 
gers, decreased expansion of the lungs with some 
impairment in resonance, and slight increase in tac- 


tile fremitus at the bases. The heart was not en- 
larged; the rhythm was regular; no murmurs were 
heard; and the blood pressure was 90 systolic and 
60 diastolic. 
of the 


amination of the blood, 


The blood picture was normal. X-ray 
Ex- 


irine and sputum was en- 


chest showed chronic diffuse fibrosis. 


tirely normal. 
About 6 A. M., on July 15, 


1952, he was admitted 


to the North Louisiana Sanitarium acutely ill, 
having been awakened at 5 A. M. by severe sub- 
sternal pain, radiating to the left shoulder and 


arm, and accompanied by profuse cold perspiration. 


He was brought to the hospital from his home, a 
distance of about 14 miles. On admission he was 
acutely ill, slightly cyanotic, and sweating pro- 


fusely. He had a rapid thready pulse, poor heart 


and the blood obtainable. 


tones, pressure was not 
He was thought to have had an extensive myocar- 
His con- 
dition continued critical, the pulse fast and thready 
and the blood pressure occasionally up to 40 or 50 
systolic. 


dial infarct, and was treated accordingly. 


He expired about twelve hours after ad- 


mission. The total white count was 18,850, with 
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90 per cent neutrophiles. The electrocardiogran 
was interpreted as showing an anterolateral in 
farct. 

M.) 
The pectoral muscles were wet anc 
fluid 


The left lung weighed 


Autopsy performed (by W. R. was limited 
te the thorax. 
dark red. There was about one-half liter of 
in the right pleural cavity. 
960 grams, and the right, 1200 grams. Both uppe 
lobes and the middle right lobe showed extensive 
margin and at 
golf-ball 


were 


Along the anterior 
marble-sized to 
blebs 


smaller 


emphysema. 
the 
transparent 
the 

match-head sized air sacs were noted. 
was mottled gray, black and red, and free fron 
The lowe) 
no gross evidence of emphysema and both were 


apices large sized 


emphysematous present 
pinhead t 


The pleura 


Over pleura generally 


adhesions. lobes on both sides showed 
large, heavy, free from adhesions, with the pleura 
tense and fairly dark red. Section revealed the 
surfaces to be rubbery, fairly dark red, wet and 
The bronchial 
tained froth and mucus and showed congestion. 

The Sac 


contained 1% ounces of clear amber colored fluid. 


non-air containing. passages con- 


The pericardial layers were natural. 


The heart in situ was large, ovoid, soft, and flabby. 
It weighed 360 grams. The myocardium was dark 
All of the chambers were di- 
lated, especially the ventricles and the papillary 
muscle bundles were flattened. At the apex of the 
left ventricle, there was a thrombus wedged in be- 
tween the trabeculae. On the posterior leaflet of 


red, soft and wet. 


the mitral valve, there was a central, elongated 
scarlike thickening and on the auricular 
there were two or three small fibrinous specks, 
representing little thrombi. The 
particularly 


aspect 


were in- 
the pul- 
measured 0.7 


valves 
creased in circumference, 
The ventricular 
cm. even with dilatation. 


monic. right wall 
The left coronary ostium 
was plugged with a grayish red thrombus which 


extended down into the uppermost portion of the 


first descending ramus. The remainder of the 
ccronary system was perfectly negative, without 
recognizable atheroma. <A rather large embolus, 


which was a broken-off thrombus, was found i: 


the arch of the aorta. This measured 1.5 by 2 cm., 
and was mottled gray and red. 

On microscopic examination of the lungs, there 
were huge air spaces, separated by collapsed alveoli 
and a great deal of 
bases showed interstitial 
ef the interalveolar septa and 
tissue around the blood vessels and the bronchial! 


passages. 


Sections 
fibrosis with 


fibrosis. from the 
thickening 
increased fibrous 
The alveoli in these areas were variable 


in size, often large, and represented pooling of 
several alveoli due to rupture of the partitioning 
The alveolar 


number of 


septae. spaces contained a large 


cells. In some _ in- 


stances, the air sacs were lined by cubical cells. 


large monocytic 


The large and small bronchi showed fibrosis of the 
walls, as well as a chronic cellular inflammatory 
reaction. Sections from the showed 


upper lobes 
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relatively broad bands of 


almost nothing except 
tissue, separating air spaces. 

sections from the left ventricle showed a semi- 

otic appearance of the musculature just be- 

th the endocardium of the papillary muscle bun- 

volymorphonuclear 


s associated with a moderate 
ocytice infiltration. Deeper in 
small 


fibers had disappeared, 


the 
the 
Fragments of 


were areas of sarcolysis where 


cle leaving only 
colemnal cells as a scaffolding. 
thrombus still present 
in the sections in these locations. 


ural were and demon- 
In othe. 
fat 


tration usually toward the outer aspect of the 


able 


there was a moderate amount of in- 


tions, 


ocardium and some myocardial fragmentation. 


ostium of the left coronary artery was plugged 
th a clot, which showed the usual features of a 
There was no change in the coronary 
ery proper; the lining of the wall at this level 


ombus. 
no obvious disease and no evidence of or- 
ization of the 
t coronary artery demonstrated no disease of the 


wed 


thrombus. Sections along the 


im 


ing and the clot was free in the lumen, although 
t came in direct contact with the lining in a short 
This thought to be 
embolus had originated 
the 
the 


segment on one side. was 
that 
The 


the 


haracteristic of an 
mural thrombus. 


thrombus in 
clot 


fiom the 


aorta on section resembled found in 


coronary artery. 


\natomic Diagnosis: Grossly, the heart was 


ated and slightly hypertrophied, 360 grams. The 


art revealed ischemic changes in the inner por- 


characterized by necrobiosis and small foci of 


The mural thrombus 


f 


had broken away 
d fragments of it had plugged the ostium of the 
t coronary artery, producing a coronary embolus. 


colysis. 


The lungs showed a chronic pneumonitis and fi- 


with rather extensive emphysema, more 


mounced in the upper lobes and the right middle 


where large emphysematous bulli or cysts were 
seen. Even in the lower lobes that appeared dense, 


aty and tough, there was some evidence of em- 
vsema. The 


‘umonitis resulting in 


initiating lesion was probably a 


rather extensive fibrosis 


d obstruction to the respiratory passages which 


the mechanism of the emphysema. 
DISCUSSION 
This patient had pulmonary fibrosis with 
mphysema. The heart was dilated with a 
ival thrombus in the left ventricle, from 
hich an embolus had broken loose and oc- 
ided the left coronary artery. There was 
also a large embolus lying free in the aorta. 
There are two criteria that should be ful- 
filled if one is to be certain that the occlu- 
sicn of the coronary vessel is due to an em- 
holus. First, it is necessary to demonstrate 
a possible source for the embolus, such as 
the mural thrombus in this case. Second, 


“~ =~ ~~ 
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the obstructed artery must be free from dis- 
ease which would be sufficient in itself to 
cause the occlusion. In this case, the coro- 
nary vessels were entirely free of disease. 
Mural thrombi occur quite frequently in the 
course of heart disease, in about 25 per cent 
of all and from them emboli may 
break off and be carried to other organs by 
the blood stream. Often they lodge in or- 
gans where they do not produce symptoms, 
but they may occlude large vessels or lodge 
in organs where even small infarcts produce 
grave symptoms, such as in the brain and 
the heart. Cerebral emboli occur frequently 
during the course of heart disease, but be- 
cause of the size, position, and peculiarities 
of the coronary circulation, coronary em- 
boli occur infrequently. 


"aSeS, 


The diagnosis of coronary occlusion pro- 
duced by a large coronary embolus is ad- 
mittedly a difficult one to make. The symp- 
toms are not distinctive but are those en- 
countered in coronary occlusion from any 


source. Hammon! has pointed out one spe- 
cial feature, namely, that death is very sud- 
den, indeed often instantaneous. This is 


attributed to the fact that the coronary ves- 
sels are healthy and the heart unprepared, 
by the gradual development of an efficient 
collateral circulation, to withstand the ef- 
fects of occlusion of a large branch. This 
finding, though, is not sufficiently distinc- 
tive to be diagnostic. Coronary thrombosis 
secondary to atherosclerosis may occur at 
any age, and frequently in the thirties and 
twenties. Nevertheless, when the symptoms 
of coronary occlusion develop suddenly in 
an individual under forty vears of age, it 
should arouse the suspicion that the occlu- 
sion may be due to an embolus. 

The differential diagnosis of coronary 
occlusion from an embolus or from coro- 
nary thrombosis is largely of academic in- 
terest, as pointed out by Hammon;' yet, it 
may have some practical value to the pa- 
tient. Usually when a large coronary vessel 
is occluded by an embolus, death is sudden 
because the coronary vessels are healthy 
and have not developed a collateral circula- 
tion, as seen in coronary atherosclerosis. 
The immediate prognosis is, therefore, bad. 
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If the patient is fortunate and survives 
the attack, the ultimate prognosis is good, 
because the coronary vessels are healthy 
and recovery may be complete and there is 
less reason to fear repetition of the accident. 

SUMMARY 

A case of coronary embolism arising 
from a mural thrombus, occluding the left 
coronary ostium and extending down into 
the uppermost portion of the first descend- 
ing ramus is reported. 
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CLINICAL STUDY OF THE HYPOTEN- 
SIVE EFFECT OF TWO VERATRUM 

VIRIDE PRODUCTS* 

HOMER J. DUPUY, M. D. 
JOHN SIGNORELLI, M. D. 
ALBERT M. ATTYAH, M. D. 

NEW ORLEANS 

This report is based on observations 
made of a group of ambulatory patients on 
a clinic status. Two of the Veratrum viride 
products were used; namely, vertavis and a 
newer product 50280. Vertavis is the bio- 
logically standardized Veratrum viride pre- 
paration supplying all of the natural alka- 
loids and glycosides of the whole drug. In- 
formation available to us indicates that the 
active ingredient of 50280 is the amorphous 
alkaloids of Veratrum viride. Both drugs 
were administered solely by the oral route 
in divided doses, the unit of dosage being in 
milligrams for the product 50280 and craw 
units for vertavis. The Irwin, Neisler Com- 
pany now uses the CSR unit (carotid sinus 
reflex) as measure of potency; 130 CSR 
units being the equivalent of 10 craw units. 

Pharmacologically these drugs are said to 
have a parasympathomimetic action by 

From the Hypertension Clinic, Louisiana State 
University Unit, Charity Hospital, and the Depart- 
ment of Medicine, Louisiana State University 
School of Medicine, New Orleans, Louisiana. 
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causing a reflex mechanism to be set uj 
originating in the myocardium of the left 
ventricle, causing vasodilation by a centra 
neurogenic reflex. 

A group of 25 patients in the age grou] 
of 24 to 62 were studied using vertavis and 
25 patients in the age group of 21 to 58 for 
50280. It was felt that should there be a 
significant hypotensive effect noted from 
either drug that a larger series of cases 
would be used. We have been following 
most of these patients for a period of four 
vears and are acquainted with the individ- 
ual variations of the blood pressure of each. 
In all of these patients the diagnosis of es- 
sential hypertension was confirmed by phy- 
sical findings and laboratory studies. 

Table 1 indicates the clinical data of the 
two groups: 


TABLE 1 
SY VERTAVIS 
No. of Cases 25 25 
Age 
Average 36.7 yrs. 40 yrs. 
Extremes 21 to 58 24 to 62 
Sex 20 Females 18 Females 
5 Males 7 Males 
Race 23 Colored 16 Colored 
2 White 9 White 


Dosage Range 6to15 mgm. 40 to 100 craw units 
3 to 8 weeks 


Average: 


Duration of 
Therapy 


5 days to 24 weeks 
Average: 
5 weeks 8.6 weeks 

In the group treated with vertavis no hy- 
potensive effect was noted. Twelve per 
cent showed a toxic reaction, consisting of 
dizziness, nausea and vomiting, when the 
dosage reached or exceeded 50 craw units 
daily. 

In the group treated with 50280 only one 
patient showed a minimal hypotensive ef- 
fect at the onset of treatment; as therapy 
was continued the hypotensive effect was no 
longer noted. The toxic effects of this drug 
were of the same nature as those seen with 
vertavis but of a higher incidence 
greater intensity. 

The medical literature contains many re- 
ports noting the efficacy of the Veratrum 
viride drugs for essential hypertension. 
Freis and Stanton,' using vertavis, reported 


and 
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1e therapeutic dose varying from 10 to 40 
aw units in those patients who responded 
'the drug. They pointed out the necessity 
adjusting the dosage to the individual. 
Many others have reported favorable re- 
sults with this drug. We have not been able 
confirm these findings. There is no 
subt that if the Veratrum viride prepara- 
ons are administered orally in sufficiently 
arge doses a sustained hypotensive effect 
a shock level is obtained. The dosage 
inge necessary to get a satisfactory drop 
blood pressure and that dosage which pro- 
iuces a shocklike state, while variable in 
ifferent individuals, are so closely approxi- 
iated that it is impractical and almost im- 
possible to maintain a patient on these 
lrugs and get a satisfactory blood pressure 
fall without approaching dangerous hypo- 
tensive levels or toxic manifestations of the 


drug. 


We have observed a definite but unsus- 
tained hypotensive effect on a small group 
of patients who received Veratrum viride 
by the intravenous route. This method of 
use may be of definitive value in the therapy 
of hypertensive crises, but for the long term 
ambulatory treatment of essential hyper- 
tension, this form of therapy is not practi- 
cal. It may be also mentioned that various 
drugs, including the barbiturates, 
have a temporary hypotensive effect when 
administered intravenously. 

NOTE: The drug 50280 was supplied by S. E. 
Massengill Co. The drug Vertavis was supplied by 
Irwin, Neisler & Co. 
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ENDOMETRIAL HYPERPLASIA 
ARMAND G. McHENRY, M. D. 
MONROE 

Endometrial hyperplasia is the most fre- 
quent condition associated with functional 
uterine bleeding. This entity was first de- 
scribed by Cullen in 1900, and given the 
term “hyperplasia” by Welch.' 

In regard to the etiology of hyperplasia, 
one can probably state that it is a disease of 
hypophyseal ovarian dysfunction.' This 
condition is characterized by the failure of 
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ovulation with a persistence of unruptured 
graafian follicles, and thus, there is an ab- 
sence of corpus luteum and its secretion, 
progosterone. According to Burch’ this 
disorder represents one stage in the process 
of ovarian failure and may be due to in- 
herent ovarian disease or to extraovarian 
causes such as pituitary disease or other 
endocrine lesions. Endometrial hyperplasia 
as one would expect is usually associated 
with hyperestroginism but one cannot al- 
ways find an excess of estrogens in blood 
or urine.'!' The excessive estrogenic stimu- 
lus comes from the unruptured graafian fol- 
licles. Novak* has emphasized that the 
amount of bleeding may be dependent upon 
the amount and duration of this estrogenic 
stimulus and the receptivity of the endo- 
metrium. The bleeding is due to estrogenic 
withdrawal and is tied up with the ovarian- 
pituitary relationship. There is no definite 
correlation between the degrees of endo- 
metrial hyperplasia and the amount of 
uterine bleeding.* 


PATILOLOGY 

The diagnosis of this interesting condi. 
tion can only be made in the pathological 
laboratory. The gross characteristics of 
hyperplasia are variable. In certain cases 
the endometrium may be overgrown and 
polypoid, so that curettage yields copious 
quantities of tissue. This polypoid tissue 
may readily be confused with adenocarci- 
noma of the body of the uterus. The tissue 
in cancer is usually friable with consider- 
able necrosis, while in polypoid hyperplasia, 
the tissue is smooth and velvety.’ 

In a larger number of cases the endo- 
metrium does not show this polypoid over- 
growth and may or may not be of normal 
thickness.* 

The microscopic picture of hyperplasia, 
as the name would indicate, reveals an in- 
crease in the glandular and stromal ele- 
ments. The glands are taller and may also 
reveal mitoses and the stroma is dense and 
may also show mitotic activity. The gland 
pattern may be distinctive and reveal large 
and cystic as well as small glands producing 
the so called Swiss-cheese pattern sug- 
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gested by Novak.* Localized areas of ne- 
crobiosis May occur. 

Incidentally, in cystic glandular hyper- 
plasia the ovaries generally show an ab- 
sence of functioning corpora lutea, presence 
of small or large follicle cysts, and stromal 
hyperplasia. It may be possible that the ex- 
cessive ovarian stroma may prevent ovula- 
tion and thus lead to follicular cvst forma- 
tion. 

Another form of hyperplasia is the so- 
which is 
characterized by a proliferation of the epi- 


called adenomatous hyperplasia 


thelial glandular epithelium in such manner 
that microscopically the glands appear to be 
back to back with a minimum of stroma in 
them. The cells are regular in 
size, with uniform nuclei.” 

Other variations 
stratified masses with intraglandular buds 
may occur, synctial-like epithelial changes 
may be noted as well as squamous meta- 


between 


may occur. Pseudo- 


plasia. 

Certain cases of hyperplasia may produce 
such an atypical picture as to simulate 
adenocarcinoma or actually be carcinoma- 
tous. Large pale eosinophilic cells have 
been described in atypical adenomatous hy- 
perplasia and have been said to represent 
carcinoma in situ of the endometrium.” 

It should also be mentioned that hyper- 
plasia of the stromal elements may occur 
and develop into sarcoma.* 

MANAGEMENT 

As to management of hyperplasia, it 
seems feasible to divide the cases into three 
groups: pubertal, active sexual life, 
postmenopausal. 


and 


In the girls at puberty with this form of 
functional uterine bleeding, one can be con- 
servative. Careful blood studies should be 
done to rule out any hematologic anomalies 
such as pseudohemophilia that could ac- 
count for the bleeding. Anemia should be 
corrected with one of the hematinic prepa- 
rations or with transfusions. Thyroid has 
proven of definite value. Progesterone has 
proven to be very efficacious for the con- 
trol of pubertal bleeding.“ Frequently an- 
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ovulatory bleeding is replaced by ovula- 
tion, corpus luteum formation and _ pro- 
gesterone secretion after several months. 
The next group among whom this condi- 
tion is encountered are the women in the 
active sexual life. Usually these women ar‘ 
extremely obese and the fat distribution 
may suggest a pituitary disturbance. The) 
tend to be nulliparous or give a history oi 
recent infertility. Not infre- 
quently, they exhibit moderate to sever« 
anemia and are partially or totally incapaci- 
tated because of anemia from uterine hem- 
orrhage. 


relative or 


These patients should be hospi- 
talized and must have a thorough dilatation 
and curettage. Hyperplastic endometrium 
has frequently been found to exist with ex- 
tensive pelvic inflammatory disease, endo- 
metriosis, and was recently noted by my- 
self in a case of extensive pelvic tubercu- 
losis. It may occur with certain solid ova- 
rian tumors but this will be discussed later. 
Anyway, associated pelvic pathology must 
be ruled out at the time of D & C by care- 
ful pelvic examination. Adenocarcinoma 
of the endometrium must be considered. It 
should also be emphasized that curettage 
may serve not only as a diagnostic measure 
but in a significant number of cases has 
proven of therapeutic value. 

The anemia should be corrected by trans- 
fusions, if necessary, or by administration 
of iron preparations. 

It has been my policy to obtain basal 
metabolic rates on all of these patients, and 
administer thyroid if needed. These pa- 
tients are also placed on an 800 calorie diet 
if obese, and are frequently given medica- 
tion to curtail the appetite, if not contrain- 
dicated. 

It seems logical to correct this disordei 
by means of endocrine substitutional ther- 
apy. Chorionic gonadotropins have not 
been used by me and appear to be of limited 
value in this condition. 

The androgens have proved of value in 
some hands but have not been used by my- 
self to any great extent because of the un- 
desirable side effects. 


Estrogens may be used in large doses for 
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.emostasis and are said to stimulate lutein- 
‘ing hormone production when given in 
mall dosages; however, the estrogens have 
ot been used by myself because a hyper- 
stroginism has been shown to exist with 
yperplasia and it would seem that this is 
dding fuel to the fire. 

The administration of progesterone seems 

) be the logical approach to this condition. 
Progesterone tends to correct the immediate 
terine pathology, that is, the endometrial 
proliferation by converting this type of en- 
lometrium to a secretory one. This bleed- 
ng is expected within thirty-six to seventy- 
two hours and has been termed a medical 
irettage by Albright. Thus a menstruat- 
ng endometrium with fragmentation and 
necrosis is produced. 

It is hoped that the administration of 
progesterone may correct the ovarian path- 
ology by restoring cyclic ovulation. I have 
been giving progesterone, 50 mg., on the 


twenty-fifth day of the cycle by a single in- 


jection and have found it to be extremely 
satisfactory. I have only used this form of 
treatment in eight cases and have not fol- 
lowed the cases sufficiently long enough to 
properly evaluate the medication. All 
cases have had an initial D & C, and B.M.R, 
and have been on diets and thyroid when in- 
dicated. One case was taken off of proges- 
terone after three months of therapy and 
reverted back to an ovulatory cycle with 
hemorrhage. 

Endometrial biopsies have shown good 
secretory endometriums in all cases. Sur- 
¢cery has not had to be resorted to and men- 
strual periods have been restored to normal, 
as Well as correction of anemia in all of the 
cases to date. 

The presence of endometrial hyperplasia 
in a postmenopausal woman is of extreme 
significance. This condition is most likely 


t 


to occur in women with a delayed meno- 


pause who give a history of long standing 
menstrual irregularities. The hyperplasia 


may be retrogressive or active. If the 
hyperplasia is retrogressive, it signifies that 
nenstruation ceased with the endometrium 
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in a proliferative and hyperplastic state, 
and if there is no microscopic evidence of 
activity, curettement is adequate. This 
type of hyperplasia does not signify estro- 
genic stimulation. 

In all cases of postmenopausal bleeding a 
curettage is mandatory to rule out malig- 
nancy. If the scrapings reveal active hy- 
perplasia one should search for the cause of 
estrogenic stimulation. If an adnexal tumor 
is palpated, one should do a laparotomy and 
probably encounter an ovarian tumor of 
granulosa or thecal cell origin. The pa- 
tient should be questioned carefully to see if 
hormonal therapy was being administered 
and if so, it should be discontinued. If ac- 
tive generalized hyperplasia or adenoma- 
tous hyperplasia is encountered postmenc- 
pausally upon curettement, the patient is 
best treated by a panhysterectomy or a can- 
cerocidal dosage of radium. Certainly, this 
is the best plan of management if proper 
medical facilities are not available for a 
careful follow-up after a diagnosis of active 
hyperplasia is made postmenopausally. 

The relationship between endometrial hy- 
perplasia and adenocarcinoma is intriguing 
and quite controversial. There is enough 
evidence supporting prolonged estrogenic 
stimulation as being a factor in the produc- 
tion of both conditions to prevent the prom- 
iscious administration of massive dosages 
of estrogens. Estrogenic administration 
should be contraindicated in women at, 
near, or past the menopause who have had 
irregularities of menstruation, or speci- 
ficaily, endometrial hyperplasia. 
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ACUTE INTUSSUSCEPTION IN 
ADOLESCENTS AND ADULTS* 
WALTER F. BECKER, M. D. 

NEW ORLEANS 

That acute intussusception occurs in 
adolescents and adults with sufficient fre- 
quency to warrant consideration is proved 
by an analysis of 1007 cases of acute me- 
chanical obstruction occurring at Charity 
Hospital of Louisiana at New Orleans, dur- 
ing the ten year period 1940 to 1949, inclu- 
sive.' Of the 74 cases of acute intussuscep- 
tion seen in this institution during this 
period, 6 occurred in patients who were 14 
years of age or older. Four additional pa- 
tients were seen in 1951. A study of these 
10 cases of adult intussusception forms the 
basis of this report. 

CASE HISTORIES 

Case No. 1.—E. H., a 15 year old colored female, 
was admitted to one of the gynecological services on 
September 25, 1940. The record contained an in- 
adequate account of the history and physical find- 
ings, but apparently had had 
vomiting for seventy-two hours. Her blood pres- 
sure 90/70; pulse 120. Pelvic examination 
revealed diffuse pelvic tenderness with bulging of 
the cul de sac and vaginal fornices. 


she cramps and 


was 


A diagnosis of ruptured ectopic pregnancy was 
made, and laparotomy performed with discovery 
of an ileoileal intussusception. A surgical con- 
sultant then exteriorized a long segment of gan- 
grenous ileum and performed a proximal tube 
ileostomy. The patient died three hours later of 
shock and peritonitis. 
Postmortem examination revealed multiple 
adenomatous polyps scattered throughout the small 
and large intestine. An ileal polyp had been re- 
sponsible for the intussusception. 


Case No. 2.—H. L., a 35 year old male, entered 
the hospital on June 26, 1946, with a sixteen hour 
history of abdominal cramps, nausea, and diarrhea 
without bleeding. For seven years he had experi- 
enced similar, but much less severe attacks. Ex- 
amination revealed right lower quadrant tender- 
ness, rebound tenderness and rigidity, with slight 
generalized abdominal distention. Tenderness was 
elicited high on the right side on rectal examina- 
tion, and two examiners mentioned the 
possibility of a right lower quadrant mass. The 
diagnosis was acute appendicitis with probable 
perforation; but operation disclosed an early re- 


of four 


*From the Department of Surgery, Louisiana 
State University School of Medicine, and the Char- 
ity Hospital of Louisiana at New Orleans. 
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ducible idiopathic ileocecal 


smooth recovery followed. 


Case No. 3.—H. T., an 18 year old colored fe- 
male, entered the hospital on September 21, 1946, 
with a twenty-four hour history of nausea, vomit- 
ing, abdominal cramps, and complete obstipation. 
Her past history indicated that for five months 
she had had repeated episodes of mild cramping 
abdominal pain and constipation; but melena and 
vomiting had not occurred. Physical examination 
revealed dehydration, slight abdominal distention, 
left lower quadrant tenderness, and hyperperistal- 
sis. Multiple dilated locps of small bowel contain- 
ing fluid levels were demonstrable by x-ray. 


intussusception. A 


A diagnosis of intestinal obstruction due to ad- 
hesions was made, but laparotomy revealed a 
strangulated ileoileal intussusception, which was 
reduced, the involved segment of bowel resected, 
and an end to end ileoileostomy performed. A pe- 
dunculated polyp of the midileum measuring about 
2 em. in diameter was responsible for the intussus- 
ception. The patient recovered. 

Case No. 4.—C. M., a 38 year old colored female, 
entered the hospital on April 29, 1947, with a five 
week history of repeated mild attacks of cramping 
epigastric pain which had begun six days following 
a normal delivery and postpartum convalescence. 
Five days prior to admission she developed severe 
abdominal cramps, vomiting, and complete obstipa- 
tion. Examination disclosed dehydration, blood 
pressure 120/75, pulse 100, temperature 100, dif- 
fuse abdominal and pelvic tenderness, and hypo- 
active peristalsis. There was no distention, pal- 
pable mass, or blood in the rectum. Dilated loops 
of small bowel containing fluid levels were demon- 
strated by an erect scout film of the abdomen. 

The initial diagnosis was pelvic inflammatory 
disease with peritonitis and paralytic ileus. The 
patient appeared greatly improved after twenty- 
four hours of non-operative tube decompression 
and the parenteral administration of fluids, elec- 
trolytes and penicillin. Conservative therapy was 
abandoned when hyperperistalsis and _ severe 
cramps appeared. Laparotomy performed thirty- 
eight hours after admission revealed an _ileoileal 
intussusception with strangulation of the intus- 
susceptum, which contained at its apex a peduncu- 
lated fibroma measuring 3 cm. in diameter. A re- 
section of a long segment of ileum with an end to 
end ileoileostomy was followed by recovery. 


Case No. 5.—J. M., a 56 year old colored male, 
entered the hospital on December 8, 1947, with a 
seventy-two hour history of abdominal cramps, 
vomiting, and rectal bleeding. He had periodically 
experienced mild symptoms of intestinal obstruction 
over a period of nine months, and in April 1947, 
had been a patient in the hospital, where, afte) 
proctoscopic examination and barium enema, a 
diagnosis of lymphopathia venereum with a high 
rectal stricture had been made. At the time of 





ot 
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the current admission, examination showed only 
minimal tenderness and distention with diminished 
peristaltic sounds. The proctoscopic examination 
as negative and attempts at barium enema were 
successful. The diagnosis was partial left colon 


struction, but immediate active treatment appar- 
tly was not considered necessary. On the seventh 
ospital day the patient suddenly became critically 

and exhibited signs of peripheral circulatory 
llapse due probably to a perforated intraperi- 
oneal viscus with peritonitis and paralytic ileus. 
iparotomy disclosed a strangulated ileoileal intus- 
sception with a perforation and peritonitis. <A 
dunculated ileal adenocarcinoma was found pro- 
iding through the defect in the ileal wall. The 
volved segment of bowel was resected. The pa- 


+ 


nt died three hours following operation. 


Case No. 6.—S. P., a 46 year old colored female. 


tered the hospital on March 6, 1949, after two 
eeks of abdominal cramps, vomiting, bloody diar- 


ea, and a sensation of pressure in the rectum. 
‘xamination disclosed a moderate amount of ab- 
minal distention, hyperperistalsis, a vague left 


ie 


] 


ywer quadrant mass, and a bleeding mass in the 
lower rectum which was identified by the examiner 
as a sigmoidal carcinoma which had become in- 
vaginated into the lower rectum. 

Six hours after admission laparotomy confirmed 
the diagnosis of sigmoidorectal intussusception. 
The mass was wedged deep into the pelvis below 
the peritoneal deflection, but was finally reduced 
by pressure exerted from below by an assistant. 
A transverse colostomy was performed, and three 
weeks later a sigmoidectomy was successfully car- 
ried out with removal of a carcinoma which had 
not metastasized to the regional lymph nodes. 


Case No. 7.—C. D., a 48 year old colored male, 
was admitted to the hospital on June 10, 1951, 
with a forty-eight hour history of cramping ab 
dominal pain, vomiting and the passage of two 
loose stools which did not contain blood. Twelve 
hours before admission he became aware of the 
presence of a tender right lower quadrant mass. 
Twelve years before he had been treated conserva- 
tively at this hospital for a somewhat similar at- 
tack. Examination disclosed a visible palpable 
right lower quadrant mass with generalized ab- 
dominal rigidity, tenderness, and rebound tender- 
ness which were most pronounced in the right lower 
quadrant. Diffuse tenderness was elicited on rec- 
tal examination. A roentgenogram of the abdomen 
was considered negative. The initial diagnosis 
Was acute appendicitis with perforation and abscess 
formation. The patient’s condition deteriorated 
during the course of forty-eight hours of conserva- 
tive treatment and a decision was made to incise 
and drain the appendiceal abscess. At operation, 
there was discovered an ileocecal intussusception 
with gangrene of the intussusceptum at the apex 
of which was a 3 cm. polyp. A resection of the 
involved segment of bowel was performed and in- 


testinal continuity restored by ileocolostomy. Re- 
covery followed. 


Case No. 8.—P. G., a 32 year old white male, was 
admitted to the hospital on July 3, 1951, with a 
ten hour history of severe abdominal cramps, vom- 
iting, and passage of three watery stools which 
did not contain blood. During the preceding three 
or four months, he had experienced several epi- 
sodes of mild abdominal cramps. Examination 
revealed him to be acutely ill with tenderness and 
rebound tenderness in the right lower quadrant and 
hyperperistalsis. Tenderness was elicited by rec- 
tal examination high on the right side; no blood or 
mass was evident. A roentgenogram of the chest 
showed active bilateral pulmonary tuberculosis, 
but the plain upright abdominal scout film was 
considered normal. The initial diagnosis was gas- 
troenteritis. Because of increase in the severity 
of the symptoms, laparotomy was resorted to eight 
hours after admission, and an ileocolic intussuscep- 
tion was discovered, easily reduced, and appendec- 
tomy performed. There was much thickening and 
induration of the terminal ileum, but no definite 
localized lesion was identified with certainty, and 
the operator classified the intussusception as being 
of the idiopathic type. However, microscopic ex- 
amination of the appendix revealed typical tuber- 
culous lesions in which tubercle bacilli were identi- 
fied. It seems reasonable to postulate that a tuber- 
culous ulcer in the ileum might have been respon- 
sible for the intussusception. 
ered. 


The patient recov- 


Case No. 9.—M. E., a 24 year old white female, 
entered Charity Hospital on September 3, 1951. on 
one of the gynecological services with a three day 
history of severe lower abdominal cramps, vomit- 
ing, weakness and obstipation. Twenty-four hours 
before admission she had lost consciousness for a 
few minutes. Her menstrual history was normal, 
and vaginal bleeding had started forty-eight hours 
after the onset of the pain. The patient had ex- 
perienced many similar, but less severe, attacks of 
abdominal cramps over a period of eight or ten 
years. She was acutely ill, with tenderness and 
rebound tenderness throughout the lower abdomen. 
There was a tender, palpable mass in the righi 
lower quadrant. Pelvic examination disclosed a 
tender, 7 cm. mass high in the right lateral pelvis, 
and a diagnosis of twisted ovarian cyst was made. 
Laparotomy disclosed a gangrenous irreducible 
ileoileal intussusception. A surgical consultant 
resected a long segment of involved ileum and ef- 
fected an end to end ileoileostomy. At the apex of 
the intussusception was a pedunculated 3 by 2 by 1 
cm. lesion with a pedicle measuring 2 cm. in length 
and 1.5 em. in thickness. The microscopic diagno- 
sis was polypoid hemangioma with extensive fi- 
brosis. The patient recovered. 

Case No. 10.—J. S., a 14 year old colored boy, 
was admitted to the hospital on December 28, 1951, 
with a twelve hour history of abdominal cramps, 
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omiting, and the passage of two watery, blood- 
tained stools. He had 
ttacks in 1949. 
ebound tenderness, and a right lower quadrant 
A diagnosis of 


similar, milder 
Examination showed tenderness, 


had two 


ass. intussusception was made 
nd by hydrostatic pressure with a barium enema 
he invagination was reduced from the midtrans- 
back to the The 
iat the reduction was incomplete was confirmed 


erse colon cecum. impression 


laparotomy, which disclosed a surgically re- 


icible ileocecal intussusception, the etiology of 


hich was undetermined. A smooth convalescence 
ollowed. 
DISCUSSION 

The pertinent clinical data concerning 
these 10 cases of intussusception occurring 
n adults and adolescents are summarized in 
Table 1. 

The Charity Hospital experience with the 
disease in infants and young children was 
recently reviewed by Kahle.' 

Infants and children less than 3 vears of 
age account for about 75 per cent of the pa- 
tients with acute intussusception; and in 
this group the clinical picture is usually so 
haracteristic that diagnosis is relatively 
<imple. Almost invariably present are the 
i cardinal symptoms of the disease: 

1. Periodic attacks of pain. 

2. Vomiting. 

3. Passage of mucus and blood by rec- 
tum. 

1, A palpable tumor in the abdomen. 

That the uniformity of the clinical pic- 
ture is lacking in adults and adolescents 
with intussusception is well illustrated in 
the 10 cases herein reported. While vomit- 
ing and cramping abdominal pain were ex- 
perienced by patient, blood was 
passed by rectum or was detected by digi- 
tal examination in only 3 of the 10 cases, 
and a mass was palpable by abdominal or 
rectal examination in only 4 cases. 
the patients had diarrhea. 


every 


Five of 


Recurrent intussusception in infants and 
voung children is rare; but adolescents and 
adults with intussusception not infrequently 
relate a past history of repeated episodes 
of abdominal cramps and vomiting and 
other obstructive symptoms. Eight of the 
10 patients in the present series had ex- 
perienced previous, less severe, attacks. 


A correct diagnosis was made prior to 


operation in only 2 instances. The 8 dif- 
ferent preoperative listed in 
Table 1 reflect the wide variation in the 
clinical pictures observed in this group of 
older patients. 


diagnoses 


The majority of intussusceptions in in- 
fancy and young children occur about the 
ileocecal region. While most reports indi- 
cate that the colon is the most common site 
of intussusception in the adult, only 1 of 
the 10 cases of intussusception in the pres- 
ent series was of the colic variety. Five 
were enteric, 3 were ileocecal, and 1 was 
ileocolic. 

In most cases of intussusception in in- 
fants, it is impossible to identify a specific 
etiologic factor in the genesis of the invagi- 
nation, whereas in adults there is usually 
present a causative lesion, such as a neo- 
plasm, Meckel’s diverticulum, or ulceration. 
An analysis of 300 cases of adult intussus- 
ception by Eliot and Corscaden? indicated 
that a tumor was found in 40 per cent of 
the cases, of which 24 per cent were benign 
and 16 per cent were malignant. Tubereu- 
lous, bacillary, or typhoidal ulceration in 
the bowel was responsible for 14 per cent of 
the cases of intussusception; a Meckel’s di- 
verticulum was present in 12 per cent; and 
in a few instances these authors felt that 
trauma had initiated the intussusception. 
In the present series of 10 cases, a tumor 
was found at the apex of the intussuscep- 
tion in 8 cases; a tuberculous ileal ulcer was 
probably the etiologic factor in 1 case; and 
there were 2 cases of the so-called “idio- 
pathic” variety. 

The treatment of election is early opera- 
tive reduction of the invagination. It must 
be admitted that intussusception has been 
reduced by hydrostatic pressure with bar- 
ium enema with remarkable success in cer- 
tain clinics.":* |Nonoperative reduction 
probably should not be attempted in adults 
because of the frequency with which intes- 
tinal neoplasms exist as the causative fac- 
tor in the genesis of the invagination. The 
involved bowel must be resected when the 
intussusception is irreducible or when 
strangulation is irreversible. Resection 
was performed in one-half of our cases. The 
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various operative procedures employed in 
the present series are listed in Table 1. 
SUMMARY AND CONCLUSIONS 

About 10 per cent of patients with acute 
intussusception are over 14 vears of age. 

Ten cases of adolescent and adult intus- 
susception are reported with 2 deaths. 

In infants and young children the signs 
and symptoms are usually so characteristc 
that diagnosis is simple; but this uniformity 
of the clinical picture is lacking in adults 
and adolescents, and in this latter group a 
correct 
made. 

The etiology, diagnosis, and treatment of 
the disease are briefly considered. 
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CHONDRODYSTROPHIA CALCIFICANS 
CONGENITA 
(DYSPLASIA EPIPHYSIALIS 
PUNCTATA) 


J. W. BIRSNER, M. D. 
ROBERT COHEN, M. D.* 


BAKERSFIELD, CALIFORNIA 


Thirty-eight cases of chondrodystrophia 
calcificans congenita have been published. 
Thirty-two of these cases have been tabu- 
lated in a recent paper by Swoboda!' and 
three cases have been added to the literature 
in the last twelve months by Putschar,* 
Savignac,* and Haynes and Wangner.' The 
established radiographically 
and the cause of the disorder is unknown. 

The unusual findings in the present case 
are: (a) the exceptional number of foci in 
the epiphyseal and cartilaginous portions of 


diagnosis is 


*Attending Staff in Radiology, Kern General 
Hospital, Bakersfield, Calif. 
Attending Staff in Pediatrics, Kern General 


Hospital, Bakersfield, Calif. 


BIRSNER, COHEN—Chondrodystrophia Calcificans Congenita 


the skeleton; (b) the absence of achondro- 
plasia; (c) the presence of bilateral optic 
atrophy without evidence of cataracts; (d) 
the association of extraskeletal anomalies. 
CASE REPORT 

Robert F., 7 month male Mexican, second child 
of short, obese, healthy seventeen year old Mexica) 
female. (Identity and whereabouts of the father 
known). Normal male infant, born by 


are not 





Figure 2 
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Figure 4 


esarean section; birth weight 8 pounds, 8 ounces. 
\t age seven months: (1) child could not sit up or 
oll over; (2) eyes wandered, could look at the sun 
vithout blinking; (3) no response to loud noises; 

1) frequent colds. 

Physical Findings: (1) Complete absence of the 
ridge of the nose with a normal septum present; 
(2) bilateral symmetrical shortening of the lower 
the skin 
and appearance. (4) 
Dr. 
atrophy, simple in secondary to 
aplasia of the optic nerve; the degree of involve- 
ment was greater in the left eye. 


xtremities; (3) was normal in texture 


Fundoscopic examinatien 


Glenn Siemon) revealed bilateral optic 


type, probably 


Investigations: Complete blood count and urine 


ialysis were within normal limits. Kline was 
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negative. Tuberculosis and 
skin tests were negative. 
4.28. 


100 cc of urine; phosphorus 5.5 mg; calcium 10.2 


coccidioidomycosis 
Protein bound iodine was 
Sulkowitch test for calcium was 4.33 mg. per 
mg; cholesterol 210 mg. 

X-rays revealed stippled calcification in all of the 
epiphyses and in the costal cartilages as well as 
calcification of the thyroid cartilage. 

(Our current plan is to follow this patient at six 
month intervals by serial x-ray and laboratory ex- 
aminations). 

Bone survey of the mother and sibling failed to 
disclose any evidence of osseous abnormality. 

DISCUSSION 

As various authors have pointed out, 
chondrodystrophia calcificans congenita is 
a little known radiologic and pathologic en- 
tity. There seems to be considerable dis- 
agreement as to whether it is more fre- 
quent in females than in males. The au- 
thors are in accord that this disorder is 
not familial although each eagerly states it 
has occurred in siblings and in identical 
twins. They also state that most of the pa- 
tients have died in infancy or early child- 
hood of varying types of infection. In all 
cases where biochemical studies were done, 
the blood calcium, phosphorus and alkaline 
phosphatase values were within normal 
limits. 

Fairbank®: * stated there were many con- 
ditions in which the epiphyses may show 
irregular ossification. Cretinism, dysplasia 
epiphysialis multiplex, and chondro-osteo- 
dystrophy of the Morquio-Brailsford type 
are to be excluded in the diagnosis of chon- 
drodystrophia calcificans congenita. 

Finally, the authors feel this entity war- 
rants careful consideration by the geneti- 
cist, pathologist and radiologist in an effort 
to throw some clarification on the many un- 
answered questions that still exist. 
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STEVENSON, POTTER 


EVALUATION OF DISAPILITY IN 
APPLICANTS FOR WELFARE 
ASSISTANCE 
IAN STEVENSON, M. D. 

CARYL A. POTTER, JR., M. D. 

NEW ORLEANS 
INTRODUCTION 

In 1950, the Department of Public Wel- 
fare of the State of Louisiana revised ex- 
tensively its system for the evaluation of 
welfare applicants or recipients where in- 
capacity is a factor. This revision included 
an extension of the system of medical ex- 
amining boards in the parishes and the es- 
tablishment of medical review teams at the 
State Office of the department to scrutinize 
every application for welfare assistance. 
These changes in the method of evaluating 
applicants have not only resulted in a con- 
siderable savings to the taxpayers, but have 
noticeably improved the service to the ap- 
plicants. In the past, many doctors have 
shown curiosity and some have shown con- 
cern about the extent and manner of the 
expenditure of state funds welfare 
applicants. This is certainly understand- 
able. Not only are physicians taxpayers, 
but upon the physicians of the state rests 
most of the responsibility for the evaluation 
of the physical and mental conditions of the 
applicants who are to receive aid because 
of disability. It was felt that a review of 
the procedures and criteria of the Depart- 
ment of Public Welfare in evaluating ap- 
plicants might further enlist the interest 
and cooperation of the medical profession 
of the state in this important work. The 
material which we present is derived from 


for 


our experiences as members of medical re- 
view teams over the past two vears. 
PROCEDURI 


POR EVALUATING DISABILITY 


When it is established by the social work- 
er of a parish that the applicant and his 

From the Departments of Medicine and Psychia- 
try, Louisiana State University School of Medicine, 
New Orleans, Louisiana. 

The authors accept responsibility for the state- 
ments made in this paper. However, the paper has 
Wood H. Scott, Medical Ad- 
visor to the Department of Public Welfare, State 
of Louisiana, and is held to represent the current 
medical policy of the Department. 


been reviewed by Dr. 


Evaluation of Disability for Welfare Assistance 


family fulfill the financial and _ other 
criteria for economic assistance from the 
Department of Public Welfare, the appli- 
cant is referred for a physical examina- 
tion to his private physician or to a medica! 
institution (such as a State Hospital or 
Veterans Administration Hospital) or to a 
parish medical examining board. Medical] 
examining boards are now functioning in 
about two-thirds of all of the parishes of 
the state. They are composed of two or 
three physicians, each of whom examines 
the patient, usually separately. They then 
discuss their findings and come to a com- 
mon decision as to the nature and extent of 
any physical or mental disability which they 
tind in the applicant. If the illness or de- 
gree of disability is not clear, they may re- 
quest special tests or consultations befor« 
making a decision. In those parishes with- 
out medical examining boards an examina- 
tion by one private physician may be sub- 
mitted to the department. It is generally 
felt that the medical examining boards pro- 
vide a better means of evaluating appli- 
cants. The chances of error are reduced }\ 
having three, rather than one examiner, 
and the patient is less likely to feel that he 
is an object of special prejudice or favor 
if his application is handled by several phy- 
sicians rather than by one. 

All the relevant data obtained by the so- 
cial workers and by the examining physi- 
cians are recorded on a form which is sent 
to the State Office. There it is reviewed 
by a medical review team, composed of a 
trained social worker and a physician. The 
social workers on the teams are persons of 
broad experience in the field of social wel- 
fare and social work. They are familiar 
with the various agencies and opportunities 
which are available to disabled persons, and 
with various other agencies of the stat« 
which may provide some support, (financia! 
or psychological) to an applicant. The doc- 
tors on the review teams are physicians of 
general experience in medicine; some have 
a particular knowledge of a specialty such 
as internal medicine or psychiatry which 
may enable them to offer a more experi- 
enced opinion on special problems. If th: 
medical review team concludes that the 
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cata presented substantiate the claim of 
disability, the application is recommended 
for approval for varying lengths of time. 
It, on the other hand, it feels that the appli- 
cation fails to establish disability sufficient 
preclude gainful employment at the ap- 
icant’s usual occupation, it will recom- 
end rejection. If the members of the 
nedical review team feel that further in- 
rmation will permit them to make a fairer 
lecision, they may call for special consul- 
tions or special laboratory tests to con- 
firm or exclude certain presumptive diag- 
ses. They may also call upon expert med- 
il or social consultants of the Department 
of Public Welfare for opinions on matters 
lating to the policy of the department. If 
an application is rejected, the applicant may 
reapply or he may appeal the decision. His 
appeal will be heard by a different group 
of officials in the Department of Public 
Welfare who will evaluate his application 
independently of those staff members who 
have previously handled his case. 


Thus it can be seen that the medical data 
for every applicant for assistance based on 
disability are evaluated by no less than two 
(and sometimes by as many as six) phy- 
sicians before a final decision as to eligibil- 
itv is reached. We believe this arrange- 
ment has helped to eliminate the certifica- 
tion of persons who are not actually dis- 
abled for work. It is felt that this has been 
accomplished without endangering the just 
needs of those who are disabled or the pre- 
rogative of appeal of those who feel their 
cases have been unjustly decided. Perhans 
it is not generally realized that the certiii- 
cation as disabled of a person who is healthy 
(or at least healthy enough to work) is not 
only unfair to the taxpayers, but equally 
unfair to the person thus certified. By this 
error he is deprived of the opportunity to 
earn much more than the department can 
possibly allow him in the way of financial 
assistance. 

The medical review teams focus atten- 
tion not only on the problem of whether or 
not the applicant is disabled, but also con- 
sider all the constructive, therapeutic, and 
rehabilitative resources which might be 


mobilized on the patient’s behalf. Because 


the medical review teams have available a4 
great deal of data about one person, they 
can often see therapeutic or rehabilitative 
possibilities which have been overlooked by 
others who have only seen a portion of the 
data. 


REASONS FOR REJECTION OF APPLICATION BY 
THE MEDICAL REVIEW TEAM 


In a survey of 500 cases reviewed by the 
medical review teams it was found that the 
medical review team accepted the recom- 
mendation of the examining physicians in 
90 per cent of the cases reviewed. This 
figure is ample testimony to the confidence 
which the Department of Public Welfare 
reposes in the practitioners who see these 
patients and evaluate their disabilities. In 
2 per cent of the cases the medical review 
teams recommended that the patient’s ap- 
plication be accepted despite the impression 
of the examining sources that the patients 
were not sufficiently disabled to warrant 
eligibility. This type of decision occurred 
in circumstances in which the reviewing 
team had information that the patient was 
disabled for his usual work to a degree 
greater than would be obvious from the 
medical data alone. 

For example, a woman with moderate hy- 
pertension and arteriosclerosis in her late 
fifties might be considered disabled for 
heavy manual labor, but not for less ardu- 
ous or sedentary work. Her eligibility will 
be decided more on the basis of social data. 
This may show that she has no work ex- 
perience outside her home, no special talents 
and no education beyond the second grade 
of school. In a city she would still not be 
eligible because many jobs such as those in 
domestic service or even as a waitress in a 
cafe would be open to such a person. If 
the same person happens to live in a remote 
rural area where there is no such employ- 
ment she is considered sufficiently disabled 
to warrant certification. Opportunities for 
work which she is capable of doing are not 
available to her. Hence a medical review 
team might find her eligible when a pre- 
vious examining physician had concluded 
that she was “‘able to do her usual work.”’ 

In 8 per cent of the cases the recom- 
mendation of the examining physician that 
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the patient be considered disabled was not 
accepted and a rejection of the application 
Was recommended by the review team. Such 
rejections occur either when the data fur- 
nished are inadequate to establish disabil- 
ity or when the applicant is not sufficiently 
disabled to need assistance. 
A. Rejection of application because of fail- 
ure to furnish adequate data about a 


disabled person. 


In many instances an applicant who may 
be disabled is not found eligible because the 
medical data were inadequately recorded on 
the form for medical and social data by the 
examining physician or other examining 
(e.g. hospital staffs). We wish to 
stress that the great majority of the forms 
are carefully and skillfully filled out by the 
physicians participating in the program. 
The following examples present exceptions. 
they are of importance because they illus- 


body 


trate how errors or omissions may result 
in the rejection of an applicant who is 
eligible for assistance. The important er- 
rors and omissions noticed by the medical 
review teams are as follows. 

1. Internal inconsistencies of the medical 
data. For example, under the heading of 
“Complaints” may be listed “headache, 
backache and urinary frequency.” Yet un- 
der the heading of “Diagnosis,” ‘“‘congestive 
heart failure’? may be given. This is incon- 
sistent. Since the patient is supposedly dis- 
abled for his work by congestive failure he 
must have other complaints than those men- 
tioned under this heading. Similarly it is 
inconsistent for a physician to make a diag- 
nosis of congestive heart failure and then 
to record that the lungs are clear, that there 
is no evidence of distended cervical veins, 
that the liver is not palpable, and that there 
is neither dyspnea nor edema. 

In most such instances the diagnosis 
given is no doubt the correct one. However. 
the medical review teams, not being able to 
see the patient, are obliged to judge the ac- 
curacy of the diagnosis from the data sub- 
mitted. If the data do not support the 
diagnosis (or if the patient’s complaints 
are in no way connected with the diagnosis 
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made), then the review team cannot con- 
clude that the applicant is disabled. 

2. Failure to establish a diagnosis bi 
simple laboratory tests. Common example: 
of this omission are the diagnosis of neph- 
ritis unaccompanied by an urinalysis, 01 
the diagnosis of anemia unaccompanied by 
a blood count and hemoglobin estimation 
If disability is claimed from obesity, the 
applicant’s height and weight must be re 
corded. 

3. Failure to estimate the severity of th 
disabling symptoms with regard to the ap- 
plicant’s usual occupation. Before the 
eligibility of an applicant can be confirmed 
it must be shown that (in the words of the 
Departmental Manual of Policy) “the im- 
pairment is sufficiently disabling to 
prevent the individual from engaging in 
any useful occupation for which he can 
qualify and which exists in his community.” 
This involves a more refined estimate of 
disability than is provided by a diagnosis 
alone. For example, a person with slight 
emphysema may be disabled for manual! 
labor requiring continuous exertion, but not 
disabled for clerical work. A person with 
severe emphysema at rest may be unable 
even to get to work. Similarly a person 
with arthritis may have a little backache 
accompanied by slight lipping of the verte- 
brae in the x-rays of the spine, or he may 
be completely immobile in bed. There are 
in fact few illnesses in which the severity 
of the symptoms is not as important as the 
diagnosis itself in evaluating disability. 

4. The use of vague, or ill-defined, ov 
outmoded diagnostic terms. Among terms 
which are inadequately descriptive of the 
disability of the applicant are such expres- 
sions as “run down condition,” “general 
weaknesss,” “nervousness,” “general debil- 
ity,” “malnutrition,” “mentally dull,” ‘“ar- 
teriosclerosis,” ‘‘senility,” and “myocardi- 
tis.” The use of the word “myocarditis” 
is a frequent source of doubt for the medi- 
cal review team. Does the diagnosis of 
“myocarditis” mean a person who is bed- 
ridden with the pancarditis of acute rheu- 
matic fever, or does it denote an equivocal 
finding on an electrocardiogram in a per- 
son who has disabling symptomatology 
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which may or may not be related to struc- 
tural heart disease? If all diagnoses of 
lisabling cardiac disorders were submitted 
iccording to the standard nomenclature of 
the American Heart Association (i.e. etio- 
ogic, anatomic, physiologic, functional. 
therapeutic), there would be little doubt in 
the minds of the medical review teams as 
to the exact disability resulting from a diag- 
nosis of structural disease of the heart. Al- 
though the terms previously mentioned 
may be applicable to some extent, they need 
qualification and amplification before the 
exact nature and extent of disability can be 
established. 

5. Failure to furnish adequate details of 
the physical examination. If a patient has 
a Widespread carcinoma with metastasis, 
it is enough for the physician to say so. But 
in many instances, disability is composed 
not of one feature, but of several. Thus a 
patient may have hypertension, poor vision, 
obesity, osteoarthritis, and hypertrophy of 
the prostate. Taken together they repre- 
sent considerable disability, especially if 
each is present in moderate degree. How- 
ever, if some of these items are omitted in 
the report, a person who is actually dis- 
abled may not appear so to a review team. 

In summary, it may be said that accept- 
ance for assistance because of disability is 
not entirely dependent upon the opinion of 
the examining source. Such an opinion 
must be supported by a diagnosis. In turn, 
this diagnosis must be supported by the re- 
corded medical data of history and exami- 
nation (and sometimes laboratory tests) 
which clearly establish it. Moreover the 
complaints of the patient must be related 
to the diagnosis made. Finally, the illness 
which is diagnosed must be shown to be of 
sufficient severity to disable the applicant 
from engaging in his usual work suffi- 
ciently to support himself and his family. 
B. Rejection of application because the ap- 

plicant is not sufficiently disabled ac- 
cording to the criteria of the Depart- 
ment of Public Welfare. 

The majority of the applications which 
are turned down by the medical review 
teams are rejected because the applicants 


fail to fulfill the criteria for physical or 
mental disability which are currently used 
by the Department of Public Welfare. It 
is impossible to comment on every physical 
and mental illness which may constitute 
disability. A few comments about certain 
specific illnesses which are commonly en- 
countered among the applicants may be 
helpful in guiding physicians in their work 
with the patients. Many times examining 
medical sources recommend applicants to 
the Department of Public Welfare for as- 
sistance when the applicant does not have 
sufficient disability according to the de- 
partmental standards to warrant assistance. 

Two general principles of evaluation are 
followed. The first is that the focus of at- 
tention is held on rehabilitation of the dis- 
abled. When any applicant is certified for 
an illness which can be controlled or cured, 
he is expected to cooperate in reasonable 
treatment which will improve his condition 
so that he can eventually return to work. 
Thus, patients with obesity must reduce, 
those with iron deficiency anemia must 
take iron, those with diabetes must take in- 
sulin if prescribed, and so on. 

The second principle is that every case is 
considered individually both by the examin- 
ing medical sources and by the medical re- 
view teams. Therefore, the folowing re- 
marks on specific disease conditions are to 
be considered generalities of policy, not ab- 
solute rules of judgment. Individual cir- 
cumstances may always warrant exceptions. 

GENERAL CRITERIA FOR DISABILITY 
I. Physical Illness. 

a. Conditions which are clearly disabling 
in every case. Among many such illnesses 
are major fractures, active pulmonary tu- 
berculosis, recent myocardial infarction, re- 
cent hemorrhage from the lungs and gas- 
tro-intestinal tract, congestive heart fail- 
ure, carcinoma, and cerebral vascular ac- 
cidents. The duration of disability in each 
of these conditions will naturally depend 
upon individual factors such as the avail- 
ability of treatment, the response of the 
patient and rehabilitative resources (when 
indicated) for prosthesis, retraining, job 
placement, etc. 
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b. Conditions which may cause disabil- 
ity if severe, but which are not disabling if 
mild. Under this heading are such condi- 
tions as emphysema, osteoarthritis, rheu- 
matoid arthritis, hypertension, bronchiec- 
tasis and anemia. Since hypertension is a 
common condition and a frequent reason 
for application, some further comment is 
indicated. It is well known that the symp- 
toms of which the patients complain may 
not be related to the degree of elevation of 
blood pressure. It is also known that work 
in moderation is not harmful and probably 
beneficial to most persons with hyperten- 
sion. For the most part hypertension by 
itself causes few symptoms. Many symp- 
toms which are found in patients with hy- 
pertension are the result of anxiety or as- 
sociated involvement of arteries, heart, or 
kidneys. For these reasons moderate eleva- 
tion of blood pressure in persons without 
evidence of significant structural disease 
of the heart, arteries, or kidneys may not 
be considered sufficiently disabling by the 
review teams. 

c. Conditions which are disabling but 
which are remediable by surgery. Among 
such conditions are hernia and varicose 
veins. These may qualify the applicant for 
welfare assistance during the period of his 
disability and for a period of convalescence 
following surgery. If the applicant is 
young and there is no contraindication to 
an operation, it is obligatory for him to 
submit to a curative operation in order to 
receive welfare assistance. On the other 
hand, if he is elderly or if there is some 
other contraindication to an operation, the 
disability may remain and he is not obliged 
to have the operation. He then may qualify 
for welfare assistance. 

d. Conditions which are initially dis- 
abling, but which may be brought under 
control in the majority of cases by appro- 
priate medical care. Such illnesses include 
pernicious anemia, epilepsy, diabetes melli- 
tus, peptic ulcer, and bronchial asthma. In 
most instances, these illnesses can be con- 
trolled, if not cured, by appropriate medica- 
tion. It is the policy of the Department of 
Public Welfare to permit an initial period 
of assistance for several months in order 
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for the patient and his doctor to achieve 
such control. Afterwards the applicant 
may not be considered disabled for his us- 
ual employment and welfare assistance may 
be discontinued. Careful individual consid- 
eration is given to the merits of each case 
since it is realized that in some instances 
these and similar illnesses cannot be con- 
trolled sufficiently to permit gainful em- 
ployment. For example, it is understool 
that a small percentage (about 20 per cent) 
of epileptic patients will not respond to the 
drugs now available for the control of this 
condition. Similarly a diabetic, although 
controlled, will still be unable to engage in 
manual labor if there are associated com- 
plications of this condition. A diabetic who 
is mentally deficient will probably not be 
able to maintain control of his illness ade- 
quately to engage in any kind of work. But 
for the most part these illnesses can be con- 
trolled and maintained in control while the 
patients are working. Where the claim is 
made that the illness cannot be controlled, 
evidence bearing on the therapy applied and 
the reasons for failure must be presented 
with the other pertinent data. 

Under this heading are also included am- 
putees who are given assistance only until 
such time when a prosthesis can be fitted 
(if it is feasible) and the applicant re- 
trained for a new gainful employment. 

e. Illnesses of such short duration as not 
to warrant assistance. Included under this 
heading are most of the acute infectious 
illnesses such as the common cold, acute 
bronchitis, pneumonia, and many minor 
operations such as hemorrhoidectomy. Un- 
less complications occur or other unusual 
circumstances are present, these conditions 
are not considered disabling for a long 
enough period of time to qualify the patient 
for assistance. 

f. Conditions which are not considered 
disabling, even though they may be chronic. 
We list a number of illnesses which have 
been erroneously thought by patients or 
physicians to qualify the applicants for wel- 
fare assistance. Even though these condi- 
tions may be uncomfortable for the patient 
they are actually rarely sufficiently dis 
abling to preclude employment. Among such 











STEVENSON, POTTER 


iiinesses are migraine, gonorrhea, meno- 
pausal syndrome, uncomplicated arterial hy- 
»otension, senile vaginitis, chronic bron- 
chitis, prostatitis, hemorrhoids, and asymp- 
tomatic or presumptive gall bladder disease. 

A number of other physical illnesses need 
some mention although they do not properly 
fall under any of the above headings. Mal- 
nutrition must be extreme or warrant in- 
tensive studies to determine the underlying 
cause, before it can be considered disabling. 
Obesity must be accompanied by evidence 
of progressive loss of weight in succeeding 
examinations at intervals of four to six 
months. A patient who has a fixed positive 
serologic test for syphilis is not elegible un- 
less there is evidence of structural disease 
of the cardiovascular or central nervous 
systems. Such patients are not infectious. 
Additional treatment will not alter their 
serology. They can work at any available 
mployment, including child care and food 
andling, and are not considered disabled. 


Finally mention must be made of the fact 
hat chronological age by itself is not dis- 
abling. Because of the expectation of re- 
ceiving an old age pension at 65, applicants 
ometimes apply in their late fifties or early 
sixties stating that they feel too old to work. 
In the absence of clear physical disability 
for their usual work this claim cannot be 
allowed. 


Il. Mental Illness. 


t 


When we pass from the causes of physical 
disability to consider mental disability, the 
problem becomes more complicated. This 
is because mental illnesses affect in some 
degree the personality of the patient and 
interfere with his motivation or drive to 
productive, constructive, and self-sufficient 
living. This drive is important for the re- 
covery from any illness, but in a mental 
illness it is of paramount importance. It 
is safe to say that no one ever recovered 
from a mental illness until his drive to con- 
structive and productive living had first 
been mobilized. This drive is constantly 
opposed by the patient’s anxieties which 
promote an eagerness for dependency. Such 
dependency is naturally indulged by the fi- 
nancial aid of a welfare grant and the satis- 
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faction of strivings for dependency may 
weaken the motivation for recovery. 

On the other hand, mental illness is often 
extremely disabling and may totally and 
permanently disable a patient from all gain- 
ful employment. Such a patient is no less 
in need of assistance than is a person suf- 
fering from a severe fracture or tuberculo- 
sis. In each case reviewed, therefore, those 
responsible for certifying incapacity must 
weigh carefully the immediate disability 
from which the patient suffers against the 
damage which might be done to his chances 
for recovery by promoting his dependency 
and weakening his motivation for full re- 
covery. The following notes on specific 
diagnostic categories are offered as a gen- 
eral guide to policy and are often modified 
according to the needs of individual cases. 

a. Psychoses. All active psychotic states 
warrant public assistance because the pa- 
tient is too far out of touch with reality to 
be capable of holding a job. It is to be 
recognized, however, that many psychotic 
patients recover and resume employment. 
This is particularly true of patients with 
involutional psychoses, toxic psychoses, and 
manic-depressive psychoses. Patients who 
are found to have senile psychoses (includ- 
ing arteriosclerotic psychoses) are not ex- 
pected to recover with current treatments. 

Schizophrenia offers a special problem. 
It is a chronic illness and the victims rarely 
recover entirely, although the majority are 
sooner or later able to make a social ad- 
justment, i. e., live in their homes outside 
an institution. Of these, many can return 
to work. Others, however, cannot work 
gainfully and, indeed, the attempt to force 
upon them the responsibilities assumed by 
healthy persons may be quite intolerable 
and even precipitate a relapse. This may 
be true even when the patient is superfi- 
cially normal and there is “no apparent 
reason” why he cannot work. Usually 
schizophrenic patients eventually find their 
own level of activity and employment and 
should be allowed to do so. To this end case 
work services offering constructive sug- 
gestions and supportive psychotherapy may 
be invaluable in opening up acceptable em- 
ployment to the patients. 
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b. Psychoneuroses. These illnesses rare- 
ly interfere with more than a segment of 
the personality and do not for the most part 
preclude gainful employment. On the con- 
trary, employment and full activity are 
usually therapeutic. Such patients are 
therefore not considered sufficiently dis- 
abled to warrant public assistance. Excep- 
tions arise, however, in a number of in- 
Three examples may be given: 
(e.g. following 
may be severe 


stances. 
(1) Reactive depressions 
the death of a relative) 
enough to warrant temporary aid. The pre- 
vious work record of the client is used to 
determine whether or not a temporary 
grant would foster an intractable depend- 


ency. (2) If a patient arranges to attend a 
clinic regularly for the purpose of receiv- 
ing psychotherapy and such attendance 


would interfere with his working, he can be 
given temporary assistance just as if he 
were undergoing surgery or trying to con- 
trol diabetes. This investment of public 
funds is more than justified by the greatly 
improved productive capacity of the suc- 
cessfully treated patient. (3) The Depart- 
ment of Public Welfare also recognizes that 
a considerable number of middle-aged and 
elderly women suffer from psychoneuroses 
which, although not grossly disabling, are 
nevertheless handicapping to this age group 
and have less favorable prognoses than 
similar illnesses in younger persons. Fre- 
quently such persons have been able to make 
a fairly adequate adjustment within the 
shelter of a family and have perhaps even 
succeeded in the roles of wife and mother. 
Nevertheless, they are not sufficiently free 
of anxiety or sufficiently well adjusted to 
outside pressures so that they can seek and 
hold gainful employment. Their symptoms 
and behavior, perhaps acceptive enough in 
the circle of their families, may alienate po- 
tential employers and provide great diffi- 
culty for these persons in their efforts to 
support themselves to which they may sud- 
denly be called by the death of bread-win- 
ning relatives. Again individual factors 


must be evaluated carefully so that those 
who do not wish to work are separated from 
those who cannot. 
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c. Psychopathic personality. Persons 
with this diagnosis exhibit to a marked de- 
gree conscious evasion of responsibilities 
and are not considered disabled. 

d. Mental deficiency. Persons with se- 
vere grades of mental deficiency are defi- 
nitely eligible since they manifestly cannot 
be gainfully employed. The _ borderlin« 
mental defectives (morons and above) pre 
sent another problem calling for careful! 
individual evaluation. Many of these per- 
sons make adequate incomes, even suffi- 
cient to support a family. Importance is 
attached to the work record of the appli- 
cant up to the time of his application. Ii 
he has worked gainfully in the early years 
of his life there is usually little reason wh) 
he cannot continue to do so as long as he is 
physically able. 

On the other hand, attention is given to 
the availability of manual work (since these 
persons cannot work with their minds) and 
of adequate supervision. For example, a 
mentally defective person may be able to 
work adequately on a farm under the super- 
vision of a brother, but the same person 
might be quite disabled if that brother died. 

e. Alcoholism. This illness is secondary 
(in most cases) to an underlying psycho- 
neurosis. The patient simply makes him- 
self more comfortable by reducing his ten- 
sion with alcohol. The evaluation of eligi- 
bility is therefore similar to that of psycho 
neuroses. Every effort should be made to 
encourage independence and reduce depend- 
ency, and secondary gain from the illness. 
The disability for working is usually spora- 
dic and is not held to preclude gainful em- 
ployment. On the other hand, if protracted 
alcoholism has led to some serious compli- 
cation—such as hepatitis, cirrhosis, poly- 
neuritis, or psychosis—then the patient is 
considered disabled and must be given at 
least temporary assistance until response 
to treatment and feasibility for rehabilita- 
tion can be evaluated. 

In the evaluation of mental disability a 
psychiatric consultation need not often be 
necessary. If the doctors and social work- 
ers who see the applicant will record in de- 
tail their observations of the patient’s re- 
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marks and behavior, the disability will often 


e clear from this alone. On the other hand, 
vhen an undocumented general statement 
uch as “mentally dull,” or “extremely ner- 


\ous”’ is made, the medical review teams are 
obliged to request further data before mak- 


ng a decision in the applicant’s favor. 
SUMMARY AND CONCLUSIONS 
1. A summary of the current policy of 
he Department of Public Welfare in the 


evaluation of persons applying for or re- 
ceiving welfare assistance because of in- 


apacity has been presented. The role of 


the examining physician and examining 
medical sources in evaluating these appli- 
cants or recipients has been outlined. Sug- 
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gestions have been made for the improve- 
ment of the data furnished to the depart- 
ment concerning disabilities of the appli- 
cants. 

2. A review of the criteria currently 
used by the Department of Public Welfare 
in evaluating disability among applicants 
for welfare assistance is presented for the 
guidance of physicians working with such 
applicants. 

3. It is stressed that such criteria are 
used flexibly and that every case is con- 
sidered on its own merits by a medical re- 
view team, which carefully scrutinizes all 
the data before making a final decision con- 
cerning the eligibility of any applicant. 
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THE CONTEMPLATED EXTENSION 
OF THE “DOCTOR DRAFT LAW” 
The law enacted in 1947, which is spoken 

of as the “doctor draft law,’ will expire, 
unless amended, on July 1, 1953. The need 
for physicians in the armed services con- 
tinues. The doctor draft law divided phy- 
sicians who are potentially available for 
military service into four categories, and 
those in the first two categories will be ex- 
hausted in the next six months. The armed 
services are asking for continuation of the 
law. 


Editorial 


At its meeting in Denver, in Decembe: 
1952, the House of Delegates of the Amer 
ican Medical Association gave only quali- 
fied endorsement of this compulsory draft 
legislation for physicians. They supported 
legislation “designed to provide the num 
ber of medical officers required to care ade 
quately for the health needs of the uni 
formed armed forces.”’ The Board of Trus 
tees of the A. M. A. and the Council on Na 
tional Emergency Medical Service were au 
thorized and directed: 

1. To follow closely all developments 
both national and international, which 
might affect the quantitative requirement 
of the armed forces for medical officers. 

Z. To legislation designed ti 
provide the number of medical officers re- 
quired to care adequately for the health 
needs of the uniformed armed forces, which 
will, so far as consistent with the public in- 
terest, guard the following principles: 


support 


A. Physical requirements for medical of- 
ficers should be realistically revised to th 
end that physicians with physical defects 
be utilized with appropriate assignment. 

B. More effective recruitment methods 
should be developed for career personnel in 
military medicine; and the Armed Forces 
Medical Policy Council’s efforts in this di- 
rection should be supported. 

C. The greater use of civilian doctors ot 
medicine and civilian hospital facilities, 
whenever and wherever feasible, in the 
care of both military and non-military per- 
sonnel and dependents of military person- 
nel, should be encouraged. 

D. Since the total number of doctors of 
medicine available to the various govern- 
mental agencies and for the general health 
needs of the nation is an irreplaceable poo! 
of relatively fixed proportion, it must be 
utilized in the most effi- 
cient manner. 


economical and 
E. Conditions of service in the several 
governmental agencies should be sufficient- 
ly uniform to avoid undue competition for 
medical personnel. 
F. Consideration should be given to an 
equitable point system in the induction of 
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octors of medicine into the medical depart- 
ments of the armed services. 
In succeeding, months, the Department of 
\efense has established new physical stand- 
rds for medical officers. It has not taken 
ction in regard to the other items men- 
oned above. The Bill which the Depart- 
ment of Defense proposes to have intro- 
luced, in effect, does the following things: 
1. It extends the present law to July 1, 
1955. 
2. Sets up two priority groups: (a) non- 
eterans, and (b) veterans. 


» 


3. Group A is to go by age, youngest 
irst. Group B to go by service—those with 
he shortest service go first. 

3. Defines 
enlisted and 


military service to include 


commissioned 


service since 
September 16, 1940. 
1. It would recognize service during 


World War II with countries which were 
allies of the United States. 

5. It would permit the commissioning 
‘f aliens. 

6. It would terminate the reserve com- 
missions automatically upon completion of 
tipulated active duty. This provision would 
be retroactive to September 9, 1950. 

7. It would authorize recall of reservists 
at rank “commensurate with professional 
education, experience or ability.” 

The proposed Department of 
Bill would not 

1. Provide for limitation of age 50 on 
registration. 

2. Would not take cognizance of new 
registrants who would fall into present pri- 
orities 1 and 2. 

3. Would not make provision of a bill 
recognizing allied service in World War II 
retroactive. 

1. Would not make a provision permit- 
ting a reduced period of service (17 
months) in certain cases retroactive; thus 
would not help priority 2 men. 

5. Would not require registration of non- 
medical reservists. 

6. Would not permit a reservist to keep 
his commission even if he wanted to. 

The Board of Trustees of the A. M. A., at 
ts meeting, February 7, 1953, made twelve 
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recommendations which may be cited as the 
official position of the A.M. A. The pro- 
visions which are noted above as lacking in 
the bill are included as being desirable by 
the A. M. A. 

In addition the twelve points request ex- 
tension of the present law for only one 
vear, and request as a new position an As- 
sistant Secretary of for Health 
Affairs. 

The position of the profession as a whole 
in regard to the doctor draft law is one 
worthy of consideration. When it was ap- 
parent that the usual operation of the Se- 
lective Service law would not supply the 
needs of the armed services in regard to 
medical care, the physician, through the 
A. M. A. accepted the draft law. This was 
in spite of the fact that such a selective 
service falls unequally upon physicians and 
is open to question as to its constitutional- 
itv. The law was supported in recognition 
of the obligation of American physicians to 
provide adequate care for the armed forces. 

The position of the Board of Trustees is 
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a proper presentation of the feeling of 
American physicians in this important 
legislation. The Department of Defense 


should attempt to rectify the inequalities 
in the operation of the present law. 

Two considerations are prominent in the 
discussions. The armed services apparently 
wish to maintain the proportion of 3.6 per 
1000, and that 1000 by their own standards 
is the healthiest part of the population, ex- 
cept as the result of battle. Another point 
is the continued calling of additional phy- 
sicians into active service whose duty, di- 
rectly or indirectly, is to provide medical 
care for dependents of military personnel 
where civilian care is available. 

If such a bureaucratic provision be ex- 
tended, and if the same principles were to 
be adopted in operation of the Veterans Ad- 
ministration, there could result a medical 
empire. This would be state medicine in 
miniature. 

The support of organized medicine should 
go to the recommendations of the Board of 
Trustees, and our congressional representa- 
tives should be so informed. 
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Organization Section 


ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


ANNUAL MEETING 

The members of the Orleans Parish Medi- 
cal Society are very happy that the honor 
of host has been conferred on the Society 
in having the State Medical Society Con- 
vention of 1953 here in New Orleans and 
also having the meeting of the Women’s 
Auxiliary. The various committees are hard 
at work preparing a most instructive and 
enjoyable program. A scientific program in 
which modern concepts of medicine are ap- 
proached, presented and discussed, gives to 
all a short review of recent advances in 
medical science. Also, the scientific and 
technical exhibits at this meeting, will be 
most instructive from the point of recent 
research in drugs, their action and usage, 
as well as more recent improvement in med- 
ical and surgical instruments. 

Then, too, there is always the business 
session of the meeting in which various im- 
portant topics are discussed for the better- 
ment of the practice of medicine in Louis- 
iana, as well as the betterment of the State 
Society. 

Most conventions, as you know, give one 
the opportunity to meet and fraternize with 
acquaintances which have not been renewed 
for some time. The committees, entertain- 
ment and banquet, will do an excellent job 
in keeping you busy and well entertained. 
There will be a golf tournament at Metairie 
Country Club, luncheon for members of the 
House of Delegates, and a luncheon in which 
important personages of the American 
Medical Association will give a discussion 
on a timely subject, and finally the always 
enjoyed State Society banquet. 

Hotel reservations are being handled 
through the office of the Secretary-Treas- 
urer. You are urged to get your requests 
for reservations in early. 

A cordial welcome from the Orleans Par- 
ish Medical Society is extended to all. 

Nicholas J. Chetta, M. D., Chairman, 
Committee on Publicity. 


YOU AND YOUR AMA 

“What are we getting for our twenty-five 
dollars?” is a question frequently asked by 
doctors in regard to the American Medical 
Association. In order to answer this ques- 
tion and many others concerning these 
activities and plans, the Council on Medical 
Services of the AMA proposes to “take the 
American Medical Association” to each doc- 
tor attending the 1953 meeting of our So- 
ciety. 

On Friday, May 8 a luncheon will be held 
for all members in attendance at the An- 
nual Meeting and at this time Dr. George 
F. Lull, Secretary of the AMA and Mr. 
Thomas A. Hendricks, Secretary of the 
Council on Medical Services of the AMA, 
will be present to discuss activities of the 
national organization. At the same time 
there will be displayed an exhibit depicting 
these activities. 

All members are urged to attend this 
luncheon meeting which will be one of the 
highlights of the 1953 convention. 





SPECIAL SESSION 
HOUSE OF DELEGATES OF 

AMERICAN MEDICAL ASSOCIATION 

Dr. Val H. Fuchs and Dr. J. Q. Graves, 
delegates of the Louisiana State Medical 
Society to the American Medical Associa- 
tion attended a special meeting of the House 
of Delegates of the AMA held in Washing- 
ton on March 14. At this meeting at which 
179 out of 183 accredited delegates were 
present, the Reorganization Plan #1 of 
1953, prepared by the President of the 
United States and transmitted to the Sen- 
ate and the House of Representatives in 
Congress assembled, March 12, 1953, was 
discussed and the following report of the 
Board of Trustees of the AMA, accepted: 

“The House of Delegates of the American 
Medical Association has for nearly 80 years 
been on record as favoring an independent 
Department of Health in the federal gov- 
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ernment. The reason for this stand has 
een that the House has felt that health and 
medicine should be given a status commen- 
urate with their dignity and importance 
in the lives of the American people, and 
that they should be completely divorced 
rom any political considerations. 

“The Board of Trustees, after a careful 
study of the policy of the American Medical 
Association with respect to the administra- 
tion of health activities in the executive 
branch of the government and after study- 
ing the Reorganization Plan for elevation 
of the Federal Security Agency to cabinet 
status submitted by President Eisenhower 
to the Congress, find that Reorganization 
Plan +1 of 1953 provides for a special as- 
sistant to the Secretary for Health and 
Medieal Affairs. This provision is a step in 
the right direction which should result in 
centralized coordination under a leader in 
the medical field of the health activities of 
the proposed department. Health, therefore, 
is given a special position. The proposed 
plan, properly administered, will permit 
more effective coordination and adminis- 
tration of the health activities of the new 
Department without interference or control 
hy other branches. 

“Previous attempts to raise the Federal 
Security Agency from an_ independent 
agency to the level of an Executive Depart- 
ment have been opposed by the Association 
because the plan did not meet these aims. 

“Inasmuch as federal health benefits and 
programs are established by the Congress, 
an administration bent on achieving the 
nationalization of medicine can not reach 
that goal except with the support of Con- 
Therefore, an organizational plan 
through which federal health activities are 
administered, although important, is not 
nearly so vital an issue as the policies 
adopted by the Congress of the United 
States. 

“The Board of Trustees recommends that 
the House of Delegates reaffirm its stand 
in favor of an independent Department of 
Health but that it support the Reorganiza- 
tion Plan #1 of 1953 as being a step in the 
right direction; that the American Medical 


gress. 
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Association cooperate in making the plan 
successful and that it watch its develop- 
ment with great care and interest. 

“It should be understood, however, that 
the Association reserves the right to make 
recommendations for amendment of the 
then existing law and to continue to press 
for the establishment of an independent 
Department of Health, if the present plan 
does not, after a sufficient length of time 
for development, result in proper advance- 
ment in and protection of health and medi- 
cal science and in their freedom from politi- 
cal control.” 

We believe that this plan suggested to 
change the Federal Security Agency to the 
Department of Health, Education and So- 
cial Security and placing in the overall sec- 
retary’s office, a special assistant, to the 
secretary, for all health and medical affairs 
to whom all matters pertaining to medicine 
would be referred, and this asssitant to be, 
by all means, a doctor of medicine from 
non-governmental sources, and he, too, to 
represent the secretary in all inter-depart- 
mental and international meetings and all 
congressional hearings on health matters, 
to be a good plan. He shall also be the 
contact between the Department and the 
AMA and other groups such as dentists, 
hospitals, public health and state and terri- 
torial health offices. 

This plan, we think, will fairly well put 
organized medicine in control, and it looks 
like the best plan we can hope for under 
present conditions. 


fay 
U 





OFFICERS OF COMPONENT SOCIETIES 

Following is list of officers of component socie- 
ties as reported to the secretary-treasurer of the 
State Society. If there are any additions or changes 
which should be made notify Dr. C 
immediately. 


. Grenes Cole 


ACADIA PARISH 
Dr. John W. Williams, Church Point 
Dr. Clifford L. Keller, 


President 
Secretary-Treasurer 
Church Point 
ALLEN PARISH 
President—Dr. Joel J. Holladay, Jr., Oakdale 
Secretary—Dr. James William Mayes, Jr., Drawer 
“G”, Kinder 
ASCENSION PARISH 
President—Dr. Earl A. Schexnayder, Donaldson- 
ville 
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Secretary-Treasurer—Dr. C. J. Champagne, Don- 
aldsonville 
ASSUMPTION PARISH 
President—Dr. Henry A. LeBlanc, Paincourtville 
Secretary-Treasurer—Dr. Julius W. Daigle, Pain- 
courtville 
AVOYELLES PARISH 
President—Dr. S. R. Abramson, Marksville 
Secretary-Treasurer—Dr. H. A. McConnell, 
BEAUREGARD PARISH 
President—Dr. John D. Frazar, DeRidder 
Secretary-Treasurer—Dr. Floyd N. Beckcom, Gray- 
bow Hwy., DeRidder 
BIENVILLE PARISH 
Inactive 
BOSSIER PARISH 


Junkie 


President—Dr. Theus Nicholson Armistead, Plain 
Dealing 
Secretary-Treasurer—Dr. John Bell Hall, Benton 


(CADDO PARISH) 
1513 Line Ave., 


SHREVEPORT 
President—Dr. Ralph H. 
Shreveport 
Secretary—Dr. W. Lamar Bain, 208 Phys. & Surg. 
Bldg. East, Shreveport 
CALCASIEU PARISH 
President—Dr. Ben Goldsmith, 415 Pujo St., Lake 
Charles 
Secretary-Treasurer—Dr. 
Pujo St., Lake Charles 
CLAIBORNE PARISH 
President—Dr. Paul R. Bishop, Haynesville 
Martin L. Forcht, Jr., 


> sop 
Riggs, 


William M. Farmer, 811 


Secretary-Treasurer—Dr. 
Haynesville 
CONCORDIA-CATAHOULA 
Inactive 
DE SOTO PARISH 
President—Dr. L. S. Huckabay, Coushatta 
Secretary-Treasurer—Dr. R. A. Tharp, P. O. Box 
153, Mansfield 
EAST BATON 
President—Dr. Leonard H. 
enth St., Baton Rouge 
Secretary-Treasurer—Dr. H. 
anty Income Life Bldg., Baton Rouge 
EAST AND WEST FELICIANA BI-PARISH 
President—Dr. Charles Sturm, Jackson 
Secretary-Treasurer—Dr. McLain Toler, 
Clinton 


BI-PARISH 


ROUGE PARISH 
Stander, 701 N. Sev- 


Guy Riche, Jr., Guar- 


Edward 
Enoch 


EVANGELINE PARISH 
President—Dr. Charles J. Aswell, Ville Platte 
Secretary-Treasurer—Dr. C. L. Attaway, 

Platte 


Ville 


FRANKLIN PARISH 
President—Dr. William L. Strahan, Winnsboro 
Secretary-Treasurer—Dr. Hollis T. Rogers, Winns- 

boro 
IBERIA PARISH 
President—Dr. Jules S. Motty, Jr., New Iberia 
Secretary-Treasurer—Dr. Nelson C. Boudreaux, 
Jr., Citizens Bank Bldg., P. O. Box 98, Jeaner- 
ette 
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IBERVILLE PARISH 
President—Dr. Joseph P. Musso, White Castle 
Secretary-Treasurer—Dr. Roman D. Martinez, Pla 

quemine 
JACKSON-LINCOLN-UNION PARISHES 
President—Dr. A. E. McKeithen, Hodge 
Secretary-Treasurer—Dr. Carl L. Langford, Greer 
Clinic, 709 S. Vienna St., Ruston 
JEFFERSON DAVIS PARISH 
President—Dr. J. F. 


Secretary-Treasurer—Dr. 


Bourgeois, Jennings 
Louis E. Shirley, Jr. 
Jennings 
LAFAYETTE PARISH 
President—Dr. Bliss K. Shafer, 
St., Lafayette 
Secretary-Treasurer—Dr. 
Lee Ave., Lafayette 
LAFOURCHE 
President—Dr. R. E. 
Secretary-Treasurer 


602 St. Landry 


Harold J. Jacobs, 41: 


PARISH 
Robichaux, Raceland 
Dr. George J. Whitman, Jr. 
Thibodaux 
MOREHOUSE PARISH 
President— Dr. 
Secretary-Treasurer—Dr. 


Bernard Soto, Mer Rouge 
William V. Garnier 
Garnier Clinic, Bastrop 
NATCHITOCHES PARISH 

President—Dr. W. W. Knipmeyer, Natchitoches 
Dr. Eleanor M. Worsley, Box 148, Sec 
Natchitoches 

ORLEANS PARISH 
President—Dr. Sam Hobson, 1601 

New Orleans 


Secretary 
ond St., 


Hibernia Bldg., 


Charles B. 


and Surgeons Bldg., 


Secretary—Dr. Odom, 530 Physicians 
New Orleans 
OUACHITA PARISH 
President—Dr. D. L. Anderson, 309 Pine St., Mon 
roe 
Secretary-Treasurer—Dr. A. G. 
10142 S. Grand St., Monroe 
PLAQUEMINE PARISH 
Inactive 
POINTE COUPEE PARISH 
Dr. John M. Mosely, New Roads 
John B. 


McHenry, Jr., 


President 
Secretary-Treasurer—Dr. Plauche, Moi 
ganza 
RAPIDES PARISH 
President—Dr. Herman C. Quantz, 1300 Jackson 
St., Alexandria 
Secretary-Treasurer—Dr. M. Lee Jarrell, 807 Jack- 
son St., Alexandria 
RED RIVER PARISH 
Inactive 
RICHLAND PARISH 
Inactive 
SABINE PARISH 
President—Dr. Loyd H. Murdock, Zwolle 
Secretary-Treasurer—Dr. Rufus H. Craig, 
ST. LANDRY PARISH 
President—Dr. Fred J. Mayer, Opelousas 
Secretary-Treasurer—Dr. C. 


Man) 


L. Mengis, Opelousas 
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ST. MARTIN PARISH Baker, Miller 
esident—Dr. Earl H. Morrogh, Cecelia 
cretary-Treasurer—Dr. Bernard M. deMahy, 311 SECOND DISTRICT 
S. Main St., St. Martinville President—Dr. William K. Gauthier, 310 Codifer 
ST. MARY PARISH Blvd., New Orleans 
esident—Dr. Charles R. Brownell, Jr., Box 148, 


Secretary-Treasurer—Dr. C. M. 
Bldg., Minden 


Secretary-Treasurer—Dr. Frederick A. Wild, Jr., 
P. O. Box 45, Destrehan 
THIRD DISTRICT 
Sparks, Jr., 


Morgan City 
Secretary-Treasurer—Dr. Hilton J. Brown, Frank- 
in 


President—Dr. Thomas P. Weeks 
Island 

Secretary-Treasurer—Dr. Carl J. 
Duperier Ave., New Iberia 
FOURTH DISTRICT 

Dr. S. Milton Richardson, Jr., Minden 

Langford, 


ST. TAMMANY PARISH 
esident—Dr. T. J. Healy, Covington 


et Dicharry, 138 
cretary-Treasurer—Dr. M. J. 


Duplantis, %22 
Columbia St., Covington 

TANGIPAHOA PARISH 
esident—Dr. Isadore I. Rosen, Amite 
cretary-Treasurer—Dr. Retus W. Osborn, III, 
\mite 


President 

Secretary-Treasurer—Dr. Richard B. 
1513 Line Ave., Shreveport 

FIFTH DISTRICT 

Forrest McCormick Terral, Lake 


TERREBONNE PARISH 
esident—Dr. S. Clark Collins, Houma 
Autin, 4 


President—Dr. 
| Providence 
Secretary-Treasurer—Dr. 
Catalpa St., Monroe 
SIXTH DISTRICT 
President—Dr. H. Guy Riche, Jr., Guaranty In- 


retary-Treasurer—Dr. Buford J. 
Lafayette St., Houma 

I-PARISH (EAST AND WEST CARROLL, 

MADISON AND TENSAS) 
Inactive 
VERMILION PARISH 

resident—Dr. Thomas Latiolais, Sr., Kaplan 
cretary-Treasurer—Dr. Edward J. LeBlanc, Jr., 
EK rath 


Mortimer Raphael, 316 


come Life Bldg, Baton Rouge 
Magruder, 4922 Winn- 
borne Ave., Baton Rouge 
SEVENTH DISTRICT 
President—Dr. Jared Y. Garber, 415 Pujo St, 
Lake Charles 
Secretary-Treasurer—Dr. Charles V. 


Secretary—Dr. Levin F. 


VERNON PARISH 
esident—Dr. Edwin H. Byrd, Leesville 
Secretary-Treasurer—Dr. W. H. Broyles, Leesville 
WASHINGTON PARISH 
ident—Dr. Milton Pack, Bogalusa Medical 


Hatchette, 
420 Pujo St., Lake Charles 
Center, Bogalusa EIGHTH DISTRICT 
etary-Treasurer—Dr. Clifford W. Crain, 400  President—Dr. Albert E. Hensel, Jr., 
Louisiana Ave., Bogalusa son St., Alexandria 
WEBSTER PARISH 
resident —Dr. Robert Brooks VanHorn, Minden St., 


1312 Jack- 
Secretary-Treasurer—Dr. Ben Fendler, 420 DeSoto 
Alexandria 


0 -_—_—- 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Tuesday of every month Baton Rouge 
g g 

rehouse Third Thursday of every month Bastrop 


Natchitoches Second Tuesday of every month 


rleans Second Monday of every month New Orleans 


Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 

Second District Third Thursday of every month 

Shreveport First Tuesday of every month Shreveport 


Vernon First Thursday of every month 





SCHOOL HEALTH PROGRAM 
Iberville and Tangipahoa Parishes are engaged 
in a far-reaching school health program set up by 
the Louisiana State Medical Society. The program 
aphically portrays what can be done to afford a 
maximum opportunity for a sound body and sound 
mind in the youth of the communities. Emphasis is 


placed on proper diet, on immunization and on cor- 
rection of defects in teeth, sight, hearing and 
bodily structure. 

Though the approach is through the school, the 
program stresses the primary responsibility of the 
parent for the physical well-being of the child. 

Every parent in the state might take counsel 
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from this intense awareness of educators and doc- 
tors of the vital necessity of child health care and 
remedial measures. 

If you would be interested in enclosing in your 
monthly bills a small printed pamphlet, similar to 
the above (which will be ready for distribution in 
your May 1st statements), favorably publicizing 
the medical profession, please complete the follow- 
ing form and return immediately to the Council on 


Medical Service and Public Relations, Dr. W. 
Robyn Hardy, Chairman, Room 105, 1430 Tulane 
Avenue, New Orleans, La. The pamphlet each 


month carries a different message. 
NAME 
ADDRESS 
NO. COPIES DESIRED 
DO YOU WISH THIS SERVICE 
EACH MONTH? 

oO 
OFFICERS ELECTED BY THE CENTRAL 
ASSOCIATION OF OBSTETRICIANS AND 

GYNECOLOGISTS 


The Central Association of Obstetricians and 


Gynecologists announce the election of the follow- 
ing officers: 


President: W. O. Johnson, M.D., Louisville, 
Kentucky. 

President Elect: Harold C. Mack, M. D., Detroit, 
Michigan. 


Vice-President: 
ter, Minnesota. 


Arthur B. Hunt, M. D., Roches- 


Secretary-Treasurer: 
Kansas City, Mo. 


Harold L. M.D., 


Gainey, 


Assistant Secretary: Woodard D. Beacham, 
M. D., New Orleans, La. 

These officers will serve until the end of the 
Annual Meeting which will be held at the Sham- 
rock Hotel, Houston, Texas, on November 5, 6, 
and 7, 1953. 

The business office of the Central Association 
of Obstetricians and Gynecologists is located in 
Suite 602, 116 So. Michigan Avenue, Chicago 3, 


Illinois. The office of Dr. Harold L. Gainey, Sec- 
retary-Treasurer, is located at 4635 
Street, Kansas City, Missouri. 


Wyandotte 


0 
FUTURE MEETINGS 
SEVENTH ANNUAL ROCKY MOUNTAIN 
CANCER CONFERENCE 

The Seventh Annual Rocky Mountain Cancer 
Conference will be held in Denver on July 8 and 
9. As in previous years there will be eight out- 
standing guest speakers, and on the first evening 
a banquet and entertainment for both the doctors 
and their ladies. There is no registration fee for 
this Conference. 
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For further information, contact the Colorado 
State Medical Society, 835 Republic Bldg., Denver 
2, Colorado. 


—— o— 


THE AMERICAN COLLEGE OF ALLERGISTS 
The annual conclave of The American College 

of Allergists will be held this year at the Conrad 

Hilton Hotel in Chicago April 24 to April 29. 

The first four days will be devoted to instruc- 
tion under the tutelage of recognized authorities 
and the last three to a discussion and reporting of 
recent advances in the field of allergy by the in- 
vestigators For detailed information 
write The American College of Allergists, La Salle 
Medical Building, Minneapolis 2, Minnesota. 


themselves. 


os — Oo a 


AMERICAN GOITER ASSOCIATION 
The 1953 meeting of the American Goiter Asso- 
ciation will be held in the Drake Hotel, Chicago, 
Hl., May 7, 8 The program for the three 
day meeting will consist of papers and discussions 
dealing with goiter and other diseases of the thy- 
roid giand. 


and 9. 


o— — 


POST GRADUATE SYMPOSIUM 

A Post Graduate Symposium on the Basic Sci- 
ences Related to Anesthesiology will be held June 
8-12, 1953 in Pittsburgh. Registration fee is $25.00 
and the course will be limited to 50 participants. 
For and full particulars, write to 
Chairman of the Committee on Graduate Medical 
Education, University of Pittsburgh School of 
Medicine, 3941 O’Hara Street, Pittsburgh 13, Pa 


registration 
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SMALL PLANT HEALTH 
PROGRAMS 

Useful information for employers who wish to 
establish in-plant health programs and for labor, 
professional, and other groups that have a special 
interest in employee health is contained in P. H. S. 
Publication No. 215, entitled “Small Plant Health 
and Medical the 
Public Health Security 
Agency. 


AND MEDICAL 


issued 
the 


Programs,” recently by 


Service of Federal 

The report is concerned primarily with the or- 
ganization and methods of providing health serv 
ices in industry by physicians and nurses. It does 
not cover the technical phases of industrial hygiene 
engineering and chemistry or 
of occupational medicine. 


the clinical aspects 

In addition to a general discussion of industrial 
health and medical services and the type and ex- 
tent of programs now existing in small plants, the 
report includes detailed descriptions of several pro- 
grams. It stresses particularly various types of co- 
operative programs that have made it possible for 
small plants to provide health services to their 
employees. 
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DISTRIBUTION, DOCTORS 
President Louis H. Bauer told the 
Delegates that even though medical schools today 


House of 


re turning out doctors at a rate faster than the 
opulation is increasing, something must be done 

, get more doctors in so-called isolated areas. 

“First, we must encourage communities to estab- 

sh facilities for a doctor to practice good medi- 
ine,” he said, “and, second, we must recommend 
that our specialty boards revise their requirements. 

“The present system results in more men going 
nto the specialties of medicine than is desirable, 
is they realize that if they are ever to become spe- 
ialists, they must begin their training immediately 
n graduation. The present system practically pre- 
ents a general practitioner from becoming a spe- 
ialist. The best specialist is the one who has a 
background of general practice.” 

Dr. Bauer suggested that it would be desirable 
to provide for greater recognition of general prac- 
tice as one of the requirements for at least the 
najority of special fields. 


BREAKFAST IS THE KEY MEAL IN 
REDUCING DIETS 
The news in reducing diets is right in the first 
neal of the day. Scientific research gives new im- 
portance to breakfast as the key to any success- 
ful reducing plan. This is presented in a booklet 
edited by Dr. Sidney A. Portis of Chicago, en- 
titled, “Breakfast in the Modern Reducing Diet.” 
Previous scientific studies show that you'll feel 
hetter, you'll work better, and you'll be quicker on 
the draw when you eat a breakfast that gives you 
4 to 1/3 of the food—and 
breakfast. You can enjoy these benefits of good 
breakfast habits even on a reducing diet. If you 


day’s calories—at 


kip breakfast, or any meal, you’re more apt to 
resort to between-meal snacks which add calories, 
or you’re apt to overeat at the other two meals of 
the day. 

The food you eat at breakfast is used efficiently; 
vou’re not as apt to store it as fat. And starting 
with breakfast is insurance 
against missing out on some of the important food 


the day excellent 
values your body needs. 


a ——_——_ 9-—— - — 


LIFE EXPECTANCY 
Americans can expect to add four to five years 
to their average length of life during the next 
twenty or 


twenty-five according to Dr. 


Louis I. Dublin, eminent statistician. 


years, 


Addressing the Eastern Life Claim Conference, 
1 group of life insurance claim experts, at a lunch- 
eon meeting at the Hotel Statler in New York, Dr. 
Dublin said that an average length of life of 
seventy-three years was very likely within this 
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generation. Females would enjoy about three years 
more than this national average. 


Oo 


ou oO a 





PULMONARY EMBOLISM NOT NECESSARILY 
PULMONARY INFARCTION 

An autopsy report of massive thrombotic exten- 
sion of old emboli into the pulmonary arteries with 
only minimal and very recent pulmonary infarction 
was published in the current (March) 
Journal of Roentgenology, Radium 
Nuclear Medicine. 

The report was made by Merlin E. Woesner, 
M.D.; Geoffrey A. Gardiner, M.D., and Walter 
L. Stilson of the Department of Radiology of the 
White Memorial Hospital and the School of Medi- 
cine, College of Medical Evangelists, Los Angeles, 
California. 


American 
Therapy and 


ILLINOIS DOCTORS CONTRIBUTE 
TO MEDICAL EDUCATION 
A $59,570 contribution to help alleviate the fi- 
nancial difficulties of the nation’s medical schools 
has been received by the American Medical Edu- 
cation Foundation, it was announced by Hiram W. 
Jones, Chicago, executive secretary of the foun- 
dation. 


$59,570 


The donation, made by 2,966 Illinois physicians 
through the Illinois State Medical Society, included 
a $400 contribution by the 20 members of the Ef- 
fingham County Medical Society and an additional 
$250 from the society itself. A tragic fire at St. 
Anthony’s Hospital in Effingham, early in 1949, 
killed several persons. 


1953 MEETING OF AMA 
Following is notice received from Eastern Air 
Lines which should be of interest to all Louisiana 
doctors planning to attend the meeting of the AMA 
to be held in New York June 1-5. 


WHY WASTE VALUABLE TIME 
TRAVELING? 
Leave New Orleans— 
79:0Cam {3:30pm 
Arrive New York— 
2:51pm 10:41pm 


10:15pm *11:30pm *11:59pm 


6:20am 5:29am 7:06am 

+Constellation—Round-trip fare $169.05, including 
tax. 

tSuper Constellation—Round-trip fare $169.05, in- 
cluding tax. 


Aircoach—Round-trip fare $117.07, including tax. 
MAKE YOUR RESERVATIONS NOW 
CALL YOUR LOCAL EASTERN AIRLINES 
OFFICE OR WRITE US AT 
720 COMMON STREET 
NEW ORLEANS, LOUISIANA 
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WOMAN'S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


ANNUAL MEETING 
May 7-9, 1953 
Make your plans now to attend the annual meet- 


New Orleans 


ing of the Woman’s Auxiliary to the Louisiana 
State Medical Society, in New Orleans, May 7-9. 
An interesting program of entertainment is being 
planned by the New Orleans ladies, and the busi- 
ness meetings will be most helpful. Your president, 
Mrs. T. E. 
Let us all go and show our appreciation of her, 
Mrs. 


Strain, has made a wonderful leader. 


and greet our incoming president, Edwin 
Socola. 

Mrs. Leon Gray, 

Chairman Press and Publicity. 

Se 0 
SHREVEPORT MEDICAL AUXILIARY 
The Woman’s Auxiliary to the Shreveport Medi- 

cal Society held its monthly meeting March 11 at 
the Junior 
mre. T. A; 


ments of Dutch iris and purple stock were placed 


League House on Azalea Drive with 


Glass as chairman. Handsome arrange- 


at vantage points throughout the meeting rooms. 
Mrs. G. A. 


at the business meeting. 


Creel, first vice president, presided 
Plans were announced for 
a Doctors’ Day Dinner to be held at the Shreve- 
port Country Club on March 19. A 
“A Half 


presented by 


most interest- 
Hour with the 


Wray 


ing dramatic program, 


srowning's,” was John and 


Margaret Young. 
- 0 
RAPIDES PARISH 
The Woman’s Auxiliary to the 
Medical 
luncheon in the 


Rapides Parish 


Society entertained in with a 


Hotel 
members 


January 
Continental Room of the 
Bentley. The luncheon honored wives of 
of the medical society convening there for the sixth 
annual Founder’s Day program and the 50th an- 


niversary observance of the society. Mrs. Ralph 
Lambert was chairman of the luncheon with Mrs. 
W. M. McBride, co-chairman. 

Mrs. James W. Pattee, Jr. of Louisville, Ken- 


tucky, gave a splendid review of The 
Marjorie Kinnan Rawlings. 


Sojow ne? by 


0 
OUACHITA PARISH 
The Woman’s Auxiliary to the Ouachita Parish 
Medical Society held its regular monthly meeting, 


February 12, at 12:30 p. m., at the Bayou DeSiard 


Country Club. The hostesses for this luncheon 
meeting were: Mrs. Roy Kelly, chairman, Mrs. 
Perot, Mrs. Webster, Mrs. Lobrano, Mrs. Wilds, 


and Mrs. W. L. 

The tables were beautifully decorated with red 
camellias and red candles carrying out a Valen- 
tine motif. The speakers’ 


Spencer. 


table was centered with 
a large arrangement of red camellias. in the shape 
of a heart, flanked on either side with red candles. 
The molded 
shape of a heart. 


tomato aspic salad was also in the 


Mrs. James Schonlau, president, called the meet- 
ing to order and heard the following reports: 
Mrs. D. L. Anderson, letter 
soldier in Korea to whom the Auxiliary 
sent a Christmas package. Mrs. W. C. 


Secretary, read a 
from a 
Cookston, 
Jr., Treasurer, gave a financial report. Mrs. C. B. 
Flinn, chairman of the nominating committee, gave 
the following report on officers: President-Elect, 
Mrs. Cyril Yancey; 1st Vice-President, Mrs. D. L. 
Anderson; 2nd Vice-President, Mrs. Hollis Rogers; 
Recording Secretary, Mrs. J. D. Kelly; Correspond- 
ing Secretary, Mrs. Burchall Liles; Reporter, Mrs. 
Harrell Webster; Parliamentarian, Mrs. Guy D. 
Williams. Mrs. Irving Wolff gave a report as cor- 
responding secretary. Mrs. Cyril Yancey read a 
letter from the Red Cross in regard to their an- 
nual drive. The Auxiliary voted to give a larger 
donation to the Red Cross this year. 

Mrs. Ralph Nurse Recruitment 
chairman, stated that six or eight girls from Ne- 


Talbot, who is 


ville High School have expressed a desire to study 
The 
scholarship. 


nursing. Auxiliary voted to give a nursing 


The president announced that Mrs. C. P. Gray, 
Jr., had been appointed a member of the State 
Nominating Committee. 

There was a report from Mrs. N. Klum, who is 

chairman of “Doctor’s Day,” which is March 30th. 
; ; _o = 

JEFF DAVIS MEDICAL AUXILIARY HEARS 
STATE HEAD 


The Jeff Davis Medical Auxiliary met in Feb- 


ruary at the home of Mrs. R. S. Kramer in Jen- 
nings. 
Mrs. L. E. Shirley called the meeting to order 


and immediately turned the program over to Mrs. 
T. E. Strain, state president of the Woman’s Auxil- 
iary and special guest for this meeting. She dis- 
cussed various projects that the Medical Auxiliary 
could sponsor. Mrs. Strain suggested that sale and 
distributon of “Today’s 
homes would 


Health” magazine in the 
better public relations and 
also help people to understand more about medical 
problems. 


promote 


Another project that Mrs. Strain laid special 
emphasis upon was that of nurse recruitment. She 
suggested future 
would 


forming a club) which 
help to find the solution to the crit- 


ical nursing shortage. Members of this club would 


nurses 
later 


he composed of anyone of high school age who 
would be interested in nursing as a career. 
After the business session, a social hour was 


enjoyed. 
- oO 
CALCASIEU PARISH 
Mrs. W. A. K. Seale was hostess to members of 
the Calcasieu Parish Medical Society auxiliary at 
a meeting held in her home in Sulphur in January. 
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‘lans were made for members to participate in 
irst aid class, a spokesman said. 

Mrs. Walter Moss, president, gave the mid-year 
ort at the meeting. 

Mrs. L. L. DiGiglia was hostess to the Woman’s 
<iliary of the Calcasieu Medical Society at the 
bruary meeting. 


\ feature at the meeting was two piano selec- 


ns played by Mrs. J. A. DiGiglia, a guest. 

‘irs. Walter Moss reported on the mid-year 
ird meeting which she recently attended in 
xandria. 

==() 
ESSAY CONTEST OPENED IN 
ORLEANS PARISH 
‘Why the Private Practice of Medicine Fur- 


hes this Country with the Finest Medical Care” 
the subject for the seventh annual National Es- 
Contest for High School students. The contest 
ponsored by the of American Phy- 


ians and £urgeons with the cooperation of the 


hin Pee 
Association 


rish and state medical societies. Dr. Edwin L. 
nder is National Chairman for 1953. Woman’s 
xiliary to Orleans Parish Medical Society is 


oO 


BOOK R 


t 


by Lauretta Bender, 
B.S., M.A., M.D., Springfield, Illinois, Charles C. 
Thomas, 1952. 360 pp. illus. Price $8.50. 


d Psychiatrie Techniques; 


This volume unifies the various papers published 
ring the past fifteen years by the author and her 
husband, Dr. Paul Schilder, including several 


ritten in collaboration with their associates at 


Bellevue Hospital. Dr. Schilder’s memory will for- 


er linger in our specialty and in the hearts of 
hose who knew him or heard him lecture. His con- 
ributions, as well as those of Dr. Bender, are basic 
or those who wish to work with children. 
[he chief emphasis in this book is the use 
art as a therapeutic technique, and includes four 
apters from an unpublished book, “Art and the 
‘roilem Child”. Most of the papers are technical 
nd liberally utilize case material with excellent 


on 


istrations of the creative work of mentally de- 


ient, schizophrenic, neurotic, and encephalitic 
Idren. 

(thers chapters include those on clay modeling 
a projective technique, puppet shows, and the 
ative dance. Dr. Bender’s discussion of material 
m her visual motor Gestalt test adequately ex- 
ns the genesis and maturation in Gestalten, as 
| as deviations found in children. 

lhe Bellevue child psychiatry unit was organized 
lilarly to the unit at the New York State Psy- 
atric Institute, except that Dr. Bender has em- 
isized the of ward both for the 
ervation of the child as a social being and for 
up psychotherapy. Her chapter on the group 
ivities appears to be too brief and sketchy; how- 


use activities 
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sponsoring the contest in the city of New Orleans. 
Mrs. Lloyd Kuhn has been appointed by the auxil- 
iary to be essay contest chairman. At a recent or- 
ganizational Mrs. Kuhn announced that 
twenty-five schools will participate in the contest, 
and that each school will be sponsored by a mem- 
ber of the Medical Auxiliary. 


meeting 


Prizes will be awarded on a national and local 
Miss Pat Baxter, winning entry from Or- 
-arish, was National winner 1951, and 
Bill Carr of Gulfport, Mississippi, was national 


basis. 
Jeans in 
winner in 1952. It was in his prize winning paper 
that the “It is only in an 
atmosphere of freedom that the lamp of science 
and learning can be kept alight. In all the history 
of the flowed in a sub- 
ject people. It is only free men who dare to think, 
and it is only through free thought that the soul 
of a people can be kept alive.’”’ He also quotes Win- 
ston Churchill in saying “We must beware of try- 
ing to build a society in which nobody counts for 
anything except a politician, or an official, a so- 


following appeared: 


race, progress has never 


ciety where enterprise gains no reward and thrift 
no privileges.” 


EVIEWS 


ever, it does serve to enumerate the methods em- 
ployed. 

This book does not deal with the analytic tech- 
niques employing play therapy, but the author does 
consider it in her chapter surveying contributions 
from various fields. In the same section, Dr. Ben- 
der appears to agree with Orton’s theory (1925) 
on language disabilities and omits the outstanding 
work of Hallgren (Karolinska Institute Stock- 
holm), monograph Specific Dyslexia 
(1950) found no grounds for assuming a relation- 


in 
whose on 
ship between lefteyedness or mixed eye and hand 
dominance and specific dyslexia. 

One of Dr. Bender’s particular talents lies in 
her ability to show clearly the interrelatedness of 
observations which have been worked out over fif- 
teen years, the of the contrib- 
utors. In many instances, the children were studied 


and formulations 
again in young adulthood and a longitudinal pic- 
ture given. 

The author has, through her many valuable con- 
tributions, established herself an important 
place in child psychiatry. This book is recommended 
to all interested in this field. 

IRWIN M. Marcus, M.D. 


for 


The Effect of Hormones Upon the Accessory Sex 
Organs; by N. J. Heckel, A.B., M.D. Springfield, 
Ill. Chas. C. Thomas Co. 1951. Illus. 
Price $2,25. 


pp. 73. 


This is a concise summary of the effects of sex 
and interrelated hormones on the male organs of 


reproduction. A review of the embryology, anat- 
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omy, and histology of these organs is included. A 
detailed classification of male gonadal dysfunctions 
is outlined but only the common disorders of the 
male reproductive organs are considered in some 
detail. Of interest are the author’s comments on the 
present status of hormonal therapy in these dis- 
orders. 

In undescended testes, it is stated that “it seems 
advisable that the testes be placed in the scrotum 
as soon after birth as possible”. 

Estrogens in small doses are believed to benefit 
premature ejaculations and hematospermia. 

This book affords a concise review for all inter- 
ested in hormonal effects on male reproductive 
organs. 

JOHN G. MENVILLE, M. D. 


Selected Studies on Arterioselerosis; by 
Altschul. Springfie:d, Ill., Charles C. 
1950. pp. 182, illus. 
This small book is a collection of various studies 

The 

chapters are only loosely connected, and as the 

author notes, make no pretense of being either a 


Rudolph 
Thomas, 


Price $5.50. 


on arteriosclerosis, human and experimental. 


review or a final or a complete report on arterio- 
sclerosis. 

The author is an anatomist, and the emphasis 
is placed on the 


meaning of the histological 


changes observed. He reports detailed observation 
of the which he con- 
cludes that initial dedifferentiation and later meta- 
plasia produce many of the cellular abnormalities 
observed. 


endothelial changes, from 


However, in treating “cholesterolosis” 
as a systemic disease, he presents observation of 


changes in many body tissues. 


Most of the methods used for producing experi- 
mental 


arteriosclerosis standard, with 
minor variations by the author. 


The 
quality. 


are some 


illustrations are well chosen and of good 


PHILIP M. TILLER, Jr., M. D. 


Thyroid Function and its Possible Role in Vascu- 
lar De ge neration: by William B. Kountz, M. D. 
Springfield, Ill., Charles C. 


62. Price 


Thomas, 1951. pp. 
$2.25. 

This is a short monograph in the American Lec- 
ture Series which attempts to correlate 
on hypothroidism and arteriosclerosis. 


evidence 
The author 
reviews the pertinent literature and presents clin- 
ical observations on the relation of arteriosclerosis 
to disturbed metabolism. He interprets these find- 
ings as indicating that absence of thyroid sub- 
stance from the organism plays an important role 
in the degenerative changes associated with arte- 
riosclerosis. 

The value of this monograph is questionable. 
Little definitive work has been done on the prob- 
lem and the accumulated experimental and clinical 
evidence is sometimes suggestive but more often 
extremely tenuous. While it may be assumed that 
hypothyroidism may be associated with metabolic 


Book Reviews 


changes and degeneration of blood vessel walls, 
primary causal relationships cannot be established 
at the present time. The material in this mono- 
graph would have been much more valuable :f 
presented as part of a much broader discussion of 
nutritional factors influencing hypertension. 

H. S. MAYERSON, PH. D. 


Textbook of Orthopedics; by M. Beckett Howorth, 
M. D. Philadelphia, W. B. Saunders Company, 
1952. pp. 1110, illus. Price $16.00. 

This is the first comprehensive text to be pub- 
lished by an American orthopedic surgeon in al- 
most twenty years. It proves to be a book worth 
waiting for. It has been written by Howorth in 
association with five other outstanding contribu- 
tors, and the material is presented in a most com- 
prehensive manner. The illustrations are of the 
highest quality and have been reproduced excel- 
lently. Certain chapters are more appealing than 
others, and although it is extremely difficult to 
single out any one section, those that deal with 
the examination and diagnosis and plans of treat- 
ment are exceptionally well written and compre- 
hensive as is the section written by William Lit- 
tler on the hand and wrist. The fourth section on 
neurology in relation to orthopedic practice writ- 
ten by Fritz Kramer is unique in its approach to 
the neurological aspects of orthopedic surgery. 

There have been few textbooks on any subject 
which can approach Howorth’s Textbook of Ortho- 
pedics for completeness, ease of comprehension and 
quality of illustrations. It should and probably will 
become the standard text for undergraduate and 
graduate students in orthopedic surgery and will 
furnish excellent reference for the practicing sur- 
geon, general practitioner, and orthopedist. 

JAcK WICKSTROM, M. D. 


PUBLICATIONS RECEIVED 

The C. V. Mosby Co., St. Louis: Diseases of the 
Heart and Arteries, by George R. Herrmann, M. D. 
(4th Edit.). 

Philosophical Library, New York: 
Soliloquy, by Joseph Hayyim Krimsky. 

Charles C Thomas, Publisher, Springfield, III.: 
Familial Nonreaginic Food-Allergy, by Arthur F. 
Coca, M.D. (3rd Edit.); Practical Clinical Chem- 
istry, a Guide for Technicians, by Alma Hiller, 
Ph.D.; Treatment of Respiratory Emergencies In- 
cluding Bulbar Poliomyelitis, by Thomas C. Gallo- 
way, M.D.; Syphilitic Optic Atrophy, by Walter 
L. Bruetsch, M. D.; Tarsy’s Pain Syndromes and 
Their Treatment, by James M. Tarsy, M. D.; Mid- 
Century Psychiatry, edited by Roy R. Grinker, 
M.D. with 13 contributors; On Burns, compiled 
and edited by Nathan A. Womack, M.D.; Hyp- 
nosis in Modern Medicine, by Jerome M. Schneck, 
M. D. 

The Williams & Wilkins Co., Baltimore: Atlas 
of Medical Mycology, by Emma Sadler Moss, M. D., 
and Albert Louis McQuown, M. D. 


A Doctor's 








